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INFORMED  CONSENT:  THE  ROLE  OF  CONSUMER 
CHOICE  IN  IMPROVING  THE  QUALITY  OF 
HEALTH  CARE 


MONDAY,  JUNE  28,  1993 

House  of  Representatives, 
Subcommittee  on  Regulation,  Business 

Opportunities,  and  Technology, 

Committee  on  Small  Business, 

Washington,  DC. 

The  subcommittee  met,  pursuant  to  notice,  at  9:40  a.m.,  in  room 
2359-A,  Rayburn  House  Office  Building,  Hon.  Ron  Wyden  (chair- 
man of  the  subcommittee)  presiding. 

Chairman  Wyden.  The  subcommittee  will  come  to  order. 

Today,  the  Subcommittee  on  Regulation,  Business  Opportunities, 
and  Technology  will  examine  what  will  certainly  be  one  of  the  bed- 
rock issues  in  the  debate  over  health  reform  legislation:  The  issue 
of  consumer  choice.  This  is  a  make-or-break  concern  for  the  tens  of 
thousands  of  small  businesses  and  their  employees  and  dependents 
on  the  eve  of  formal  launching  of  the  national  health  reform 
debate. 

The  freedom  to  choose  one's  medical  providers  will  be  a  litmus 
test  for  any  successful  health  reform  plan  that  is  proposed  in  this 
Congress.  Making  sure  that  Americans'  first  taste  of  health  reform 
does  not  include  the  bitter  flavor  of  Soviet-style  barriers  to  free 
choice  is  absolutely  essential. 

So  far  in  this  debate,  every  serious  health  care  reform  proposal 
has  relied  on  the  principle  of  informed  consumers  making  cost-ef- 
fective choices.  Consumers  will  be  asked  to  take  more  responsibility 
for  the  cost  and  quality  of  the  health  services  they  purchase.  I  cer- 
tainly support  these  goals.  Whether  the  reformed  health  care 
market  heals  and  comforts  people,  or  sucks  them  down  in  a  sink 
hole  of  inaccessible,  poor  quality  care,  will  depend  to  a  great  extent 
on  the  quality  of  comparative  information  that  is  available  to  con- 
sumers, doctors,  and  purchasers. 

No  matter  how  elegant  the  new  health  care  system  is  in  its  con- 
ception, it  won't  work  if  it  is  built  on  top  of  a  rotten  foundation  of 
skimpy  and  fragmented  information  as  to  cost  and  quality.  At  the 
very  least,  the  consumer  has  a  right  to  know  which  health  care 
providers  they  should  avoid.  Unfortunately,  today,  Americans  have 
access  to  more  product  performance  information  when  purchasing 
breakfast  cereal  than  when  choosing  a  heart  surgeon.  Governmen- 
tal barriers  to  informed  choice,  in  particular,  are  everywhere  in 
today's  health  system.  Today,  the  subcommittee  will  hear  about  it. 

(1) 


First,  consumers  are  being  denied  access  to  information  in  the 
Government's  possession  that  would  reveal  whether  the  doctor 
treating  them  is  1  of  the  7,000  doctors  disciplined  by  a  medical  li- 
censure board  or  a  hospital  peer  review  committee  in  the  United 
States  during  the  past  2  years.  This  information  is  contained  in  the 
National  Practitioners'  Data  Bank,  but  the  consumer,  whose  taxes 
are  deposited  in  the  Treasury  to  pay  for  the  data  bank,  is  not  al- 
lowed to  withdraw  information  from  it.      ^ 

Second,  the  subcommittee  will  hear  testimony  this  morning  that 
37  States  gather  information  on  costs  and  quality,  but  only  3  of 
them  will  allow  the  public  access  to  this  information.  In  fact,  the 
genesis  of  the  landmark  New  York  State  report  on  coronary  artery 
surgery  success  rates  was  a  lawsuit  won  by  Newsday  newspaper, 
which  had  been  denied  access  to  this  same  information. 

Federal  health  reform  law  should  demolish  these  anticompeti- 
tive, governmental  barriers  to  well-informed  consumer  choice. 

For  example,  there  is  no  logical  argument  for  denying  the  public 
the  names  of  doctors  who  have  paid  multiple  malpractice  pajnnents 
over  a  short  period  of  time,  or  who  have  been  sanctioned  through 
hospital  disciplinary  actions  or  State  licensing  boards.  As  the  prin- 
cipal sponsor  of  the  legislation  creating  the  data  bank,  I  intend  to 
push  for  enactment  of  a  new  law  providing  consumers  with  access 
to  this  essential  information. 

Opening  the  data  bank  will  help  consumers  avoid  some  of  the 
worst  providers  and  repeat  offenders  that  we  will  hear  about  from 
the  first  two  witnesses  this  morning.  But  consumers  need  to  know 
that  quality  of  care  is  much  more  than  the  mere  absence  of  docu- 
mented gross  or  repeated  negligence. 

The  Harvard  Medical  Practice  studies  show  that  only  one  in 
eight  instances  of  negligence  ever  result  in  a  malpractice  suit  being 
filed,  must  less  won  by  the  plaintiff.  Plaintiffs  win  five  times  as 
many  malpractice  lawsuits  as  the  number  of  instances  in  which 
negligence  results  in  a  license  revocation  or  suspension  of  hospital 
privileges. 

This  means,  in  short,  that  additional  measures  of  quality  are 
needed.  Consumers  must  have  easy  access  to  comparative  informa- 
tion on  plans,  providers,  and  the  success  rates  of  the  treatments 
they  provide.  This  is  no  radical,  futuristic  concept.  The  last  Con- 
gress passed,  and  President  Bush  signed,  legislation  I  sponsored  to 
publish  infertility  clinic  pregnancy  success  rates,  so  consumers  can 
choose  which  clinic,  if  any,  to  invest  with  their  hopes  and  their 
cash. 

Building  on  this  precedent,  this  morning,  a  coalition  of  over  30 
national  consumer  groups  will  testify  that  they  want  a  "report 
card"  disclosing  key  quality  measures,  like  the  percentage  of  young 
children  in  a  health  plan  who  have  received  all  appropriate  immu- 
nizations, or  the  proportion  of  a  cardiac  surgeon's  bypass  patients 
who  survived  for  a  year.  Consumers  would  use  these  report  cards 
to  decide  which  health  plan  to  enroll  in  and  which  providers  to  use 
when  they  need  treatment. 

These  consumer  groups  and  the  organizations  that  they  work 
with  have  made  it  very  clear  to  me  that  they  think  there  is  some- 
thing very  wrong  when  it  is  possible  for  people  to  find  out  more 


product  performance  information  about  a  cereal  than  they  can  get 
when  they  chose  a  heart  surgeon. 

Government  is  not  the  only  source  of  barriers  to  informed  choice. 
Today,  the  subcommittee  will  hear  repeated  accounts  of  Kafkaes- 
que  bureaucracies  erected  by  managed  care  organizations  as  a  bar- 
rier to  prompt  and  appropriate  treatment.  Witnesses  will  testify 
this  morning  of  Health  Maintenance  Organizations  [HMO's]  literal- 
ly heaping  insult  on  top  of  injury,  first  by  providing  unsatisfactory 
service,  and  then  by  refusing  to  pay  for  timely  care  that  their  des- 
perate enrollees  manage  to  find  outside  of  the  HMO. 

The  poor  quality  and  cavalier  behavior  of  some  of  these  organiza- 
tions is  nourished  and  protected  by  their  ability  to  lock  in  patients 
to  using  only  the  health  plan's  providers,  even  when  those  provid- 
ers are  unwilling  or  unable  to  do  what  is  needed.  By  forcing  con- 
sumers into  entering  into  year-long  contracts  with  these  plans,  the 
HMO  is  shifting  risk  to  its  enrollees  and  letting  consumers  bear 
the  burden  of  its  mistakes. 

The  Chair  does  believe  that  there  are  alternatives.  For  example, 
there  is  the  point  of  service  HMO.  These  organizations  allow  con- 
sumers to  use  out  of  network  non-HMO  providers,  recognizing  that 
they  may  cost  a  little  more  to  the  consumer  out-of-pocket. 

The  evidence  shows  that  few  patients  in  well-run  point  of  service 
HMO's  seek  out-of-network  services.  Obviously,  when  consumers 
have  real  freedom  of  choice,  as  they  do  under  the  point  of  service 
program,  plans  must  be  more  responsive  or,  in  effect,  they  lose  con- 
trol of  their  business. 

It  is  also  worth  noting  that  the  point  of  service  plans  appear  to 
draw  most  of  their  subscribers  from  costly  and  inefficient  indemni- 
ty health  insurance  plans.  More  importantly,  this  alternative 
shows  that  you  can  have  real  consumer  choice  and  cost  contain- 
ment in  peaceful  coexistence. 

The  Chair  believes  that  protecting  the  rights  of  consumers  will 
have  special  benefits  for  small  businesses.  These  health  purchasers 
are  hungry  for  comparative  information  on  the  quality  of  medical 
providers,  so  they  will  know  who  to  contract  with,  and  who  to  refer 
their  employees  to,  for  the  best  results.  Small  firms  are  telling  this 
subcommittee  they  are  anxious  to  work  with  us  on  this  important 
issue,  and  we  intend  to  take  them  up  on  their  offer. 

We  have  an  excellent  panel  of  witnesses  today,  but  first  I  want  to 
introduce  two  of  the  activist  members  of  our  subcommittee  who 
have  been  particularly  helpful  on  these  matters  relating  to  health 
costs  and  small  businesses  and  first  recognize  our  ranking  minority 
member,  Mr.  Combest. 

[Chairman  Wyden's  statement  may  be  found  in  the  appendix.] 

Mr.  Combest.  Thank  you,  Mr.  Chairman.  I  would  like  to  thank 
you  for  calling  this  hearing  on  what  I  feel  are  some  of  the  most 
complex  and  controversial  issues  that  we  must  confront  in  trying 
to  reform  the  Nation's  health  care  system.  We  all  agree  that  "bad 
doctors"  do  exist,  and  I  think  we  all  agree  that  immediate  steps 
have  to  be  taken  to  ensure  that  tragedies  like  the  ones  we  will  hear 
this  morning  are  not  duplicated. 

I  know  that  some  here  today,  including  the  chairman,  advocate 
allowing  consumers  to  have  unparalleled  access  to  information  on 
health  care  providers.  I  certainly  would  agree  that  as  part  of  the 


overall  effort  to  reform  the  health  care  system  a  better  informed 
consumer  will  be  essential  to  ensure  higher  quality  care  while 
keeping  health  care  inflation  down.  But,  Mr.  Chairman,  like  so 
many  problems  that  we  deal  with  in  Congress,  the  problems  are  so 
much  easier  to  identify  than  the  possible  solutions. 

As  the  congressional  leader  in  establishing  the  National  Practi- 
tioners' Data  Bank,  I  believe  that  you  are  keenly  aware  of  both  its 
strengths  and  weaknesses.  As  I  understand  it,  the  data  bank  has 
been  collecting  and  maintaining  data  on  medical  liability  claims 
and  adverse  actions  taken  against  health  care  professionals  since 
September  1990.  While  only  doctors  who  have  had  settlements  for 
malpractice  claims  are  listed  on  the  data  bank,  the  fact  that  a  set- 
tlement has  occurred  may  have  little  relation  to  whether  there  ac- 
tually was  negligence. 

In  this  hyperlitigated  society,  the  tj^pical  physician  has  a  38-per- 
cent chance  of  being  sued  for  medical  malpractice,  and,  if  they 
practice  surgery,  this  increases  to  over  50  percent.  The  average 
OB/GYN  can  expect  to  be  sued  at  least  three  times  during  their 
career. 

Currently,  the  information  on  the  data  bank  can  only  be  accessed 
by  hospitals  and  accrediting  medical  boards  that  have  the  ability  to 
sanction  physicians.  While  I  believe  efforts  to  increase  access  to 
health  care  information  for  consumers  is  important,  we  must  work 
to  ensure  that  we  do  not  further  alienate  the  medical  community. 
At  a  time  when  many  physicians  feel  that  the  Federal  Government 
is  overly  micromanaging  their  occupation,  it  is  essential  that  pol- 
icymakers work  hand-in-hand  with  doctors.  If  not,  I  believe  compre- 
hensive health  care  reform  will  not  be  possible. 

Mr.  Chairman,  in  closing,  let  me  thank  you  for  your  efforts  in 
the  health  care  reform  debate.  I  look  forward  to  finding  some  solu- 
tions to  the  many  difficult  problems  presented  before  this  subcom- 
mittee. 

[Mr.  Combest's  statement  may  be  found  in  the  appendix.] 

Chairman  Wyden.  Let  me  thank  the  gentleman  for  an  excellent 
statement.  I  think  he  knows  that  these  issues  require  great  care, 
and  we  intend  to  pursue  them  in  a  bipartisan  way,  as  this  subcom- 
mittee has  always  done  its  work.  I  thank  the  gentleman  for  an  ex- 
cellent statement. 

Let  me  recognize  my  friend  from  Nevada,  the  chairman  of  an- 
other subcommittee  of  the  Small  Business  Committee,  who  has  also 
been  very  active  and  outspoken,  a  leader  in  this  area,  Mr.  Bilbray. 

Mr.  Bilbray.  Thank  you,  Mr.  Chairman.  I  am  not  going  to  give 
my  full  statement.  I  would  like  to  have  it  put  in  the  record. 

I  appreciate  the  chairman  addressing  this  problem  because  as 
soon  as  the  budget  conference  is  completed  and  President  Clinton's 
program  is  passed  unanimously  by  both  Houses,  we  will  begin  ad- 
dressing this  serious  problem. 

I  think  for  the  balance  of  the  103d  Congress,  at  least  the  first  ses- 
sion, we  certainly  will  be  into  this  matter.  I  am  anxious  to  hear  the 
witnesses  today  because,  as  well  as  the  ability  to  choose,  I  think  we 
have  to  make  sure  the  patients  have  the  ability  to  know  what  they 
are  choosing. 

I  agree  with  Mr.  Combest,  the  ranking  minority  member,  that 
the  medical  profession  has  to  be  a  critical  part  of  this  process.  Fail- 


ure  to  bring  the  doctors  and  the  hospitals  into  the  process  will 
result  in  a  failure  of  this  program.  At  the  same  time,  the  patients 
are  the  number  one  concern  of  this  Congress  and  the  people  who 
serve  in  it. 

I  appreciate  your  having  this  hearing.  I  will  put  my  entire  state- 
ment in  the  record.  I  am  anxious  to  hear  the  witnesses  today  and 
the  continuation  of  these  hearings,  as  I  know  you  will  progress 
throughout  the  year. 

Chairman  Wyden.  Without  objection,  the  gentlemen's  statement 
will  be  entered  into  the  record  at  this  point.  We  want  to  thank  the 
gentleman  for  all  the  work  he  has  done  over  the  years  with  our 
subcommittee. 

[Mr.  Bilbray's  statement  may  be  found  in  the  appendix.] 

Chairman  Wyden.  Let's  go  to  the  first  panel,  Mrs.  Avis  Bennett, 
Dover,  New  Hampshire;  Mary  Miller,  Putnam,  Connecticut;  Jose- 
fina  Perez,  Homestead,  Florida;  and  Robert  I.  White,  Jr.,  M.D., 
Yale  University,  New  Haven,  Connecticut. 

Now  we  called  up  four,  and  we  produced  six.  Let  me  make  sure 
of  who's  who.  The  Bennetts  have  come  together,  Mr.  and  Mrs. 
Miller  are  here,  Dr.  White,  and  Mrs.  Perez.  We  welcome  all  of  you. 

Let  me  say  since  we  have  a  couple  of  spouses  here  among  the 
Bennetts  and  Millers,  and  you  all  will  be  taking  questions,  it  is  the 
practice  of  this  subcommittee  to  swear  all  the  witnesses  who  come 
before  the  subcommittee.  Do  any  of  you  have  any  objection  to  being 
sworn  as  a  witness? 

[Witnesses  sworn.] 

Chairman  Wyden.  We  are  going  to  make  your  prepared  state- 
ments a  part  of  the  hearing  record  in  their  entirety.  I  know  that 
there  is  almost  a  biological  compulsion  to  read  one's  statement.  If 
we  might  persuade  you  in  your  5  minutes  or  so  to  just  talk  to  us 
and  tell  us  your  thoughts  and  your  concerns,  it  would  be  very  help- 
ful, and  we  will  put  your  entire  statement  into  the  record. 

Why  don't  we  begin  with  you,  Mrs.  Bennett? 

TESTIMONY  OF  AVIS  AND  MARK  BENNETT,  DOVER,  NH 

Mrs.  Bennett.  Good  morning.  I  am  Avis  Bennett,  and  this  is  my 
husband,  Mark.  We  reside  at  44  Summer  Street,  Dover,  New 
Hampshire.  We  are  grateful  to  be  here  today  to  share  our  personal 
story  about  the  devastating  consequences  that  happened  to  us  be- 
cause we  were  denied  the  ability  to  make  an  informed  choice  about 
a  medical  practitioner. 

We  became  involved  in  this  issue  because  of  events  that  hap- 
pened in  1984.  That  was  the  year  my  husband,  I,  and  our  three 
children  moved  to  Dover,  New  Hampshire,  a  small  eastern  seacoast 
community.  Our  daughter  Heather,  who  was  SV2  years  old  at  the 
time,  had  been  born  with  a  large  cyst  in  her  brain.  The  cyst  had 
only  allowed  one  quarter  of  Heather's  brain  to  develop.  The  doctors 
inserted  a  shunt,  which  is  a  device  placed  in  the  skull  to  allow 
excess  fluid  to  drain  down  from  the  cyst  through  a  tube.  The  tube 
would  carry  the  fluid  away  from  her  brain,  down  her  neck,  over 
her  chest  and  into  her  stomach  cavity  where  it  was  absorbed. 

Heather's  prognosis  was  grim.  We  were  told  that  in  all  likelihood 
she  would  be  severely  retarded,  and  that  we  should  consider  insti- 
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tutionalizing  her.  But  Heather  was  our  miracle  child.  She  grew  up 
achieving  all  the  normal  milestones. 

When  we  moved  to  New  Hampshire,  we  were  elated  to  discover 
that  there  was  a  neurosurgeon  only  minutes  from  our  home,  Dr. 
Stephen  O.  Dell. 

Although  Heather  was  doing  beautifully,  having  no  trouble  with 
the  shunt,  we  knew  she  needed  to  be  under  a  neurosurgeon's  care 
for  periodic  checkups.  We  were  also  aware  that  as  Heather  grew, 
the  tubing  that  had  been  coiled  in  her  stomach  would  shorten  and 
eventually  need  to  be  replaced  with  longer  tubing. 

We  scheduled  our  first  visit  with  Dr.  Dell  in  May  1984.  He  was 
very  impressed  with  Heather's  progress,  as  was  I  with  Dr.  Dell's 
credentials.  His  office  walls  were  lined  with  certificates  from  a 
number  of  very  prestigious  universities,  and  he  told  me  that  he  had 
just  been  accepted  into  a  pediatric  neurological  society.  I  also  no- 
ticed from  the  sign  outside  his  door,  that  he  had  both  an  M.D.  and 
a  Ph.D. 

During  that  first  exam,  we  discussed  the  shunt  lengthening  pro- 
cedure. When  I  asked  Dr.  Dell  if  he  had  done  this  procedure  before, 
he  laughed  and  said  he  had  done  this  surgery  more  times  than  my 
"country"  doctor  in  Vermont  would  ever  see.  I  took  his  response  as 
a  definitive  "yes,"  knowing  that  my  doctor  in  Vermont  had  taken 
care  of  many  pediatric  shunts. 

When  I  asked  about  the  risks  of  doing  the  procedure,  he  told  me 
that  there  was  a  99.9  percent  chance  of  no  problems.  Dr.  Dell  had 
answered  all  my  questions,  and  I  felt  very  confident  about  going 
through  with  the  surgery  and  comfortable  with  him  as  Heather's 
physician. 

On  July  9  at  6:00  a.m..  Heather,  my  husband,  and  I  arrived  at 
Wentworth-Douglass  Hospital.  After  surgery  Dr.  Dell  finally  came 
out  to  the  waiting  room  to  assure  us  that  all  had  gone  well.  At  that 
point,  he  introduced  us  to  a  Dr.  Prostkoff,  who  he  explained  had 
assisted  him  with  Heather's  surgery. 

My  husband  and  I  decided  that  I  would  spend  the  afternoon  with 
Heather,  and  he  would  go  home  to  be  with  our  two  boys. 

When  Heather  first  got  back  to  her  room  she  was  doing  great. 
She  was  alert  and  awake,  busily  describing  the  bubble  gum  anes- 
thesia she  had  been  given.  About  40  minutes  later,  however,  she 
began  to  vomit.  As  the  afternoon  wore  on.  Heather  complained  of 
headaches  and  slept  between  her  hourly  episodes  of  vomiting. 

No  neurological  vital  signs  were  ever  taken  on  Heather,  and  the 
only  contact  I  had  with  Dr.  Dell  was  late  that  afternoon  when  he 
called  when  Heather  was  to  be  released  and  recommended  that  she 
spend  the  night. 

My  husband  decided  to  come  back  to  the  hospital  to  relieve  me 
for  awhile.  As  I  was  waiting  for  him,  I  remember  thinking  these 
are  all  signs  of  a  blocked  shunt.  There  is  a  small  valve  located  at 
the  back  of  the  shunt  to  help  drain  the  fluid  if  there  is  a  problem, 
but  it  is  only  to  be  pushed  in  an  emergency.  I  was  about  to  push  it, 
but  unfortunately  stopped  myself  at  the  last  moment  thinking  that 
I  was  surrounded  by  medical  professionals  and  two  neurosurgeons 
who  would  surely  recognize  if  Heather  was  having  a  real  problem 
and  take  the  appropriate  steps. 


So,  when  my  husband  arrived,  I  reassured  him,  as  Dr.  Dell  had 
reassured  me,  that  Heather  was  just  having  a  reaction  to  the  anes- 
thesia but  would  be  fine  by  morning. 

At  midnight,  as  my  husband  was  laying  his  head  down  by  Heath- 
er, he  noticed  bubbles  coming  out  of  her  mouth.  Heather  had  gone 
into  respiratory  arrest.  An  emergency  team  was  called  in  and  re- 
vived her,  but  as  they  were  reviving  her  she  began  to  vomit, 
breathing  it  into  her  lungs,  causing  a  severe  case  of  aspirated  pneu- 
monia. 

We  were  told  that  when  Dr.  Dell  arrived  in  the  intensive  care 
unit,  he  cut  Heather  open  without  anesthesia,  pulled  out  her 
tubing,  and  cerebral  fluid,  which  had  been  trapped  by  the  blockage, 
sprayed  all  across  the  room. 

Heather  had  shown  all  the  classical  signs  of  a  shunt  blockage  or 
intracranial  pressure.  Dr.  Dell  had  ignored  them. 

By  morning,  Heather  began  going  into  severe  seizures.  Her  body, 
her  arms,  and  her  legs  jerked  uncontrollably.  She  was  drooling 
from  the  sides  of  her  mouth.  Her  eyes  were  rolling  in  her  head. 

I  could  not  believe  this  was  the  same  precious  little  girl,  someone 
who  could  make  all  my  difficult  times  bearable  by  just  saying,  "I 
love  you,  Mommy."  I  had  promised  her  the  doctors  and  I  were 
going  to  take  very  good  care  of  her.  Now,  as  I  watched  her  being 
destroyed  before  my  eyes,  I  began  to  blame  myself  for  letting  this 
tragedy  happen. 

At  noon,  Heather's  heart  stopped  beating.  I  asked  Dr.  Dell  how 
this  could  happen.  I  brought  in  a  healthy,  beautiful,  little  girl,  and, 
24  hours  later,  she  was  dead.  He  informed  me  it  was  not  his  fault. 
The  nurses  had  never  related  to  him  all  of  her  symptoms.  That 
would  only  be  the  first  of  many  lies  in  which  Dr.  Dell  was  caught. 
Heather's  record  had  clear  documentation  of  many  calls  made  to 
him  by  the  nursing  staff.  In  fact,  as  a  result  of  one  of  those  calls, 
he  prescribed  Tylenol  for  a  headache. 

After  Heather's  death,  we  uncovered  many  problems  with  Dr. 
Dell's  background,  skill,  experience,  and  moral  character.  We 
learned  that  despite  his  claim  about  having  experience  with  pediat- 
ric shunts,  he  had  never  done  that  procedure  before  at  Wentworth- 
Douglass,  and  we  could  find  no  evidence  that  he  had  ever  per- 
formed this  procedure  in  the  4  years  prior  when  he  worked  at  the 
Veteran's  Hospital  in  Boston. 

We  also  learned  that  the  physician  Dr.  Dell  introduced  as  the 
"assistant"  surgeon,  had,  in  fact,  never  assisted  with  Heather's  sur- 
gery. When  Dr.  Prostkoff  was  deposed,  he  stated  that  he  was  not  in 
the  O.R.  that  day,  and  that  he  had  not  dressed  or  scrubbed  for  the 
surgery.  — 

We  were  also  stunned  to  learn  that  Heather  never  needed  the 
surgery  at  that  time.  In  fact,  the  tubing  ended  up  being  shorter 
after  Dr.  Dell's  surgery.  We  also  uncovered  the  fact  that  Dr.  Dell 
had  lied  about  many  of  his  very  outstanding  credentials  that  im- 
pressed me.  He  never  received  a  Ph.D.  from  Princeton  as  he 
claimed.  He  was  never  awarded  a  degree  from  Oxford,  as  he_ 
claimed.  He  never  received  a  degree  in  mathematics  from  Harvard, 
as  he  claimed. 

Mr.  Bennett.  In  the  years  since  Heather's  death,  we  have 
learned  so  much  about  Dr.  Dell,  both  as  a  physician  and  a  human 
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being,  and  it  horrifies  us  that  he  is  still  out  there  practicing.  Much 
of  the  blame,  however,  can  be  traced  back  to  the  profession  itself 
and  the  physician  oversight  systems  which  have  enabled  dangerous 
doctors  like  Stephen  Dell  to  continue  harming  and  killing  innocent 
patients. 

Dr.  Dell  holds  licenses  in  seven  States:  New  Hampshire,  New 
York,  California,  New  Jersey,  Vermont,  Maine,  and  Massachusetts. 
His  medical  offenses  can  be  traced  to  the  beginning  of  his  practice. 

Although  he  came  to  Wentworth-Douglass  Hospital  in  1982  with 
glowing  recommendations  from  the  Tufts  New  England  Medical 
Center  in  Boston,  where  he  had  worked  from  1978  to  1982,  Went- 
worth-Douglass Hospital  later  learned  that  Dr.  Dell  had,  in  reality, 
been  forced  to  leave  Tufts.  He  was  found  to  have  been  an  inad- 
equate technician,  both  in  terms  of  diagnosis  and  surgical  skill,  he 
had  problems  with  interpersonal  relationships,  and  he  had  an  un- 
acceptable level  of  morbidity  for  certain  procedures  he  performed. 

Dr.  Dell  also  had  problems  at  Wentworth  Hospital  during  his 
entire  tenure  from  1982  to  1988.  In  1988,  prompted  by  our  attor- 
ney's discovery  about  the  lies  on  Dr.  Dell's  curriculum  vitae,  Went- 
worth finally  suspended  his  privileges.  In  doing  so,  they  cited  that 
he  was  flagrantly  insensitive,  careless,  and  dishonest.  He  had  poor 
relationships  with  several  departments.  He  repeatedly  failed  to 
provide  coverage  for  his  patients  when  he  was  away  for  the  week- 
end. He  falsified  documents.  He  lied  to  his  patients,  and  was  found 
to  have  been  responsible  for  the  poor  outcomes  of  15  patients,  in- 
cluding 3  patient  deaths.  He  has  also  been  sued  at  least  nine  times 
for  medical  malpractice. 

After  Dr.  Dell  lost  his  privileges,  the  New  Hampshire  Board  of 
Medicine  initiated  an  investigation  of  Dr.  Dell,  but  instead  of  look- 
ing at  the  15  patient  harm  cases  still  well-documented  by  Went- 
worth-Douglass, the  board  decided  to  take  the  easy  way  out. 

According  to  the  attorney  for  the  medical  board,  an  understand- 
ing had  been  reached  between  Dr.  Dell  and  the  board  in  which  Dr. 
Dell  would  no  longer  attempt  to  practice  in  New  Hampshire  if  the 
board  did  not  revoke  his  license.  Dr.  Dell  had  convinced  the  board 
that  he  wanted  to  move  to  Texas  but  would  be  unable  to  if  the  mis- 
conduct charges  in  New  Hampshire  were  too  severe. 

So,  New  Hampshire  merely  required  Dr.  Dell  to  complete  a  medi- 
cal ethics  course  and  formally  acknowledge  to  the  hospital  and  a 
patient  that  he  had  lied  before  renewing  his  license.  New  Hamp- 
shire expected  Dr.  Dell  to  become  some  other  State's  problem,  but 
the  plan  backfired. 

Thanks  in  part  to  our  efforts,  Dr.  Dell  was  unable  to  get  a  license 
in  Texas,  and  returned  to  New  Hampshire  seeking  to  reinstate  his 
license.  The  State  has  reopened  his  case,  and  is  finally  looking  at 
the  pattern  of  patient  harm. 

In  the  meantime,  in  late  1990,  Dr.  Dell  went  to  New  York  and 
was  granted  temporary  privileges  at  Brookdale  Hospital.  In  Febru- 
ary 1991,  however,  Brookdale  terminated  his  temporary  privileges 
and  refused  to  grant  him  permanent  privileges  because  of  apparent 
problems  with  his  performance. 

Dr.  Dell  holds  licenses  in  seven  States.  In  1992,  the  Vermont 
State  Medical  Board  disciplined  Dr.  Dell,  and  Ne^y  York's  Medical 
Board  is  in  the  process  of  disciplining  him  at  this  time. 


Although  Massachusetts  was  aware  of  the  actions  against  Dr. 
Dell,  they  just  recently  allowed  him  to  renew  his  registration  to 
practice  medicine  in  that  State.  Even  though  he  has  been  unable  to 
get  hospital  privileges,  it  has  not  slowed  him  down.  He  has  already 
set  up  five  private  clinics  across  Massachusetts  and  is  currently 
working  there.  It  is  conceivable  that  because  he  holds  licenses  in  so 
many  States,  it  might  take  years  before  he  is  finally  stopped  from 
practicing. 

Nothing  will  ever  bring  Heather  back,  but  if  someone  had  spoken 
up  about  Dr.  Dell  beforehand,  our  daughter  might  be  alive  today. 
Our  family  lives  with  the  pain  of  losing  Heather  every  day.  It  is  a 
pain  we  do  not  wish  on  any  parent.  Medical  consumers  must  be  al- 
lowed to  have  access  to  the  National  Practitioners'  Data  Bank  in 
order  to  make  truly  informed  decisions  about  their  medical  care. 
This  is  not  an  issue  of  revenge;  it  is  an  issue  of  public  protection. 

The  public  has  a  right  to  know  about  Dr.  Dell's  pattern  of  dan- 
gerous, unprofessional,  and  unethical  care.  Our  tragic  experience 
has  shown  that  we  cannot  rely  on  a  hospital  or  oversight  agency  to 
protect  us  from  harm. 

[Mr.  and  Mrs.  Bennett's  statement  may  be  found  in  the  appen- 
dix.] 

Chairman  Wyden.  Thank  you  both  very,  very  much,  most  espe- 
cially for  just  being  willing  to  come  and  speak  to  us. 

I  have  a  4  year-old,  and  I  have  a  9  year-old.  I  am  not  sure  I  could 
come  before  a  congressional  subcommittee  and  talk  as  you  all  have. 
I  am  going  to  have  a  few  questions  in  a  minute.  Your  willingness 
to  be  here  to  speak  makes  it  less  likely  this  sort  of  thing  will 
happen  again.  We  are  going  after  these  problems.  We  appreciate 
your  being  here. 

Mr.  and  Mrs.  Miller. 

TESTIMONY  OF  MARY  AND  TOM  MILLER,  PUTNAM,  CT 

Mrs.  Miller.  Good  morning.  My  name  is  Mary  Miller.  This  is  my 
husband,  Tom.  We  are  from  Putnam,  Connecticut.  We  would  like 
to  take  the  time  to  thank  you  for  the  opportunity  to  speak  with 
you  this  morning. 

In  December  1991,  I  made  an  appointment  with  Dr.  Steven  Ira 
Weber.  Dr.  Weber  had  only  just  moved  into  the  area  and  had  taken 
over  my  former  physician's  private  practice. 

My  initial  complaints  were  of  a  minor  gynecological  problem,  a 
yeast  infection  or  possibly  a  urinary  track  infection.  Upon  exami- 
nation. Dr.  Weber  found  a  cervical  polyp,  which  he  wanted  to 
schedule  an  appointment  to  remove.  The  appointment  was  sched- 
uled for  January  6  when  he  removed  the  cervical  polyp  and  per- 
formed an  endometrial  biopsy,  which  is  taking  a  sample  of  tissue 
from  your  endometrium. 

His  nurse  called  me  at  work,  10  days  later,  and  asked  me  to  go 
back  into  the  office  for  more  blood  work,  stating  that  there  was  a 
problem  with  the  biopsy.  I  left  work  that  afternoon  and  went  to  his 
office  and  had  blood  work  taken  again.  I  asked  his  nurse  if  there 
was  anything  to  be  concerned  about.  She  told  me  Dr.  Weber  would 
explain  everything  to  me.  When  I  asked  him  what  the  problem  was 
with  the  biopsy,  he  told  me  my  estrogen  level  was  a  little  elevated, 
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nothing  to  be  concerned  about,  and  the  blood  work  -was  just  rou- 
tine. 

The  following  day,  I  was  called  again  at  work  and  told  he  needed 
to  perform  another  procedure  on  me  and  could  I  please  come  back 
to  the  office  that  day.  I  went  back  in  and  Dr.  Weber  told  me  he  was 
going  to  remove  the  remaining  tissue  from  my  endometrium.  When 
the  procedure  was  over,  he  told  me  that  what  he  had  done  was  a 
mini-D&C. 

The  following  night  was  a  Saturday  night,  and  I  began  bleeding 
vaginally  quite  heavily,  and  I  became  concerned.  I  called  Dr. 
Weber's  service  and  was  told  he  was  off  for  the  weekend.  My  hus- 
band took  me  to  our  local  emergency  room.  I  was  seen  by  the  emer- 
gency room  physician  and  a  visiting  fellow  from  Yale-New  Haven. 
It  was  there  after  blood  work  taken  in  the  emergency  room  that  I 
was  told  for  the  first  time  that  I  was  pregnant.  I  was  shocked.  I 
had  a  history  of  infertility.  I  had  numerous  surgeries  to  unblock 
fallopian  tubes  and  had  been  told  that  I  would  be  unable  to  con- 
ceive. 

We  asked  to  come  in  the  following  day  for  an  ultrasound  to  see  if 
the  pregnancy  was  still  intact.  We  went  in  on  Sunday  morning, 
had  the  ultrasound  done,  and  we  were  told  that  due  to  the  mini- 
D&C  and  possibly  the  endometrial  biopsy  the  pregnancy  had  been 
lost. 

My  husband  and  I  were  in  shock  and  wondered  how  this  could 
have  happened,  had  Dr.  Weber  known  I  was  pregnant,  and,  if  he 
did,  why  didn't  he  ever  tell  us? 

On  Monday  morning  I  gathered  all  my  records  from  the  hospital, 
and  I  went  to  see  Dr.  Weber.  I  asked  him  what  had  happened.  He 
told  me  at  that  time  that  the  blood  work  that  he  had  done  on  me 
was  actually  a  pregnancy  test.  The  pregnancy  test  came  back  stat- 
ing that  I  was  between  5  and  6  weeks  pregnant,  but  he  did  not  feel 
it  was  a  viable  pregnancy  so  he  didn't  tell  me. 

Because  of  the  complexity  of  the  case,  the  emergency  room  at 
our  local  hospital  and  the  chief  of  staff  contacted  the  Connecticut 
Medical  Board.  The  hospital  suspended  his  privileges  in  the  hospi- 
tal and  the  Connecticut  State  Medical  Board  summarily  suspended 
his  license. 

Upon  speaking  to  the  attorney  for  the  State  of  Connecticut  Medi- 
cal Board,  we  found  out  for  the  first  time  that  Dr.  Weber's  license 
had  been  revoked  in  the  State  of  New  York  for  several  charges  of 
gross  negligence. 

At  the  time  that  he  held  the  New  York  license,  he  also  held  a 
Connecticut  license  and  on  weekends  and  spare  hours  would  travel 
to  Danbury,  Connecticut,  to  work  in  a  family  planning  clinic  per- 
forming abortions.  We  asked  the  State  medical  board  why  they  al- 
lowed him  to  practice  in  the  State  of  Connecticut.  We  were  told 
that  he  had  never  had  any  complaints  filed  against  him  in  Con- 
necticut so  that  he  would  be  allowed  to  work  in  our  hospital  under 
supervision.  The  problem  with  that  was  that  there  was  no  one  to 
supervise  him  in  his  office  where  he  did  these  procedures. 

We  also  learned  that  Dr.  Weber  received  his  medical  license  in 
Mexico  at  a  school  that  had  been  investigated  for  the  ease  in  which 
you  could  enter  and  receive  your  medical  license. 
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No  one  ever  came  forward  with  this  information.  Our  local  hospi- 
tal knew  of  his  background  and  knew  that  his  license  had  been  re- 
voked. When  we  were  asked  pertinent  questions  about  my  health 
and  well-being,  we  were  lied  to.  Because  of  the  lies  that  he  told,  we 
were  never  given  the  opportunity  to  get  a  second  opinion  or  to  give 
informed  consent  for  the  procedures  that  he  did.  ^ 

If  we  had  been  able  to  have  access  to  the  National  Practitioners 
Data  Bank,  we  would  have  seen  this  was  not  a  doctor  who  made 
one  or  two  mistakes  in  a  life-long  career,  but  a  relatively  young 
doctor  who  caused  a  number  of  his  patients  to  suffer  devastating 
harm  and  losses  and  whose  medical  license  had  been  revoked  in 
another  State.  There  was  no  question  but  we  would  have  stayed 
away.  . 

Mr.  Miller.  Gentlemen,  good  morning.  When  I  got  involved  m 
all  the  proceedings  here  it  was  already  when  we  knew  something 
was  wrong,  and  we  started  working  within  the  legal  system  of  the 
State  of  Connecticut  Medical  Board  to  hear  reasons  why  his  license 
should  be  revoked.  We  thought  we  were  finding  out  this  informa- 
tion all  at  the  same  time.  In  other  words,  we  found  out  about  the 
New  York  action  at  the  same  time  that  Connecticut  had  found  out 
about  the  New  York  action,  and  at  the  same  time  that  our  local 
hospital  had  found  out  about  the  New  York  action. 

We  were  suddenly  made  aware  that  both  of  those  organizations 
that  we  had  trusted  to  provide  a  health  care  provider  in  our  com- 
munity had  already  known  about  the  New  York  action  and  had 
made  plans  to  put  him  on  probation  and  accept  him  anyway. 

The  fact  that  it  was  a  unanimous  decision  by  the  12  board  mem- 
bers in  Connecticut  was  their  way  of  correcting  a  mistake.  They  re- 
alized that  the  13  counts  contained  in  the  New  York  decision  were 
sufficiently  important  enough,  but  not  important  enough  at  the 
time  they  allowed  him  to  take  up  his  practice  in  our  community, 
but,  in  hindsight,  important  enough  to  revoke  his  license  in  the 
State  of  Connecticut,  and  the  information  from  the  data  bank  was, 
in  fact,  reviewed,  but  not  acted  upon.  That  is  something  I  will 
never  understand. 

The  pivotal  testimony  in  our  Connecticut  license  revocation  hear- 
ing was  whether  or  not  Dr.  Weber  received  informed  consent. 
There  were  procedures  performed.  The  consent  forms  were  signed. 
The  consent  forms  signed,  however,  were  for  procedures  that  were 
written  and  represented  to  be  one  procedure  but,  in  fact,  were  an- 
other. For  that  reason,  we  could  not  make  informed  consent. 

Frankly,  there  were  some  procedures  that  he  never  even  both- 
ered with  a  consent  form.  So,  we  really  had  no  way  of  being  re- 
sponsible other  than  having  the  information  be  made  available  to 
us  directly  and  letting  us  make  the  choice  of  who  provides  our 
health  care.  There  will  be  instances,  both  statewide  and  locally,  in 
which  these  things  will  get  through  the  gaps. 
Thank  you  very  much. 

[Mr.  and  Mrs.  Miller's  statement  may  be  found  in  the  appendix.] 
Chairman  Wyden.  Thank  you  both  as  well. 

This  subcommittee  has  taken  a  special  interest,  as  you  may  have 
heard  earlier,  in  matters  relating  to  fertility,  and  to  hear  you  all 
describe  the  trauma  you  have  gone  through  is  especially  important. 
We  are  very  hopeful  that  fewer  couples  are  going  to  face  this,  both 
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in  terms  of  the  fertility  clinic  legislation  that  passed  last  session 
and  also  what  you  described  in  items  of  making  sure  people,  when 
they  need  to  make  a  decision  about  a  doctor,  can  get  access  to  at 
least  as  much  information  as  they  get  for  other  purchgises  which 
are  much  less  important  than  the  ones  you  both  have  made. 

We  appreciate  your  coming.  I  will  have  some  questions  in  a 
moment.  I  think  what  you  have  told  us  has  been  very  helpful. 

Let's  now  go  to  Ms.  Perez.  Ms.  Perez,  we  welcome  you.  Thank 
you  very  much  for  coming. 

TESTIMONY  OF  JOSEFINA  PEREZ,  HOMESTEAD,  FL 

Ms.  Perez.  My  name  is  Josefina  Perez.  I  am  from  Homestead, 
Florida.  I  am  a  single,  working  parent.  I  am  also  a  Medicaid  recipi- 
ent with  four  minor  children  in  my  home.  We  are  enrolled  in  the 
community  health  plan  HMO. 

We  were  allowed  to  choose  our  own  HMO.  During  the  evening  of 
September  24,  1992,  I  went  to  the  emergency  room  at  South  Miami 
Hospital  in  Homestead  because  I  was  bleeding  and  having  contrac- 
tions. I  had  not  had  a  period  in  3  months,  and  assumed  I  was  preg- 
nant. I  had  two  positive  pregnancy  tests  before  I  went  into  the 
emergency  room. 

The  HMO  was  closed  at  that  time.  On  September  29,  1992,  I  did 
miscarry.  This  was  confirmed  by  the  gynecologist  I  saw  later  that 
day  who  reviewed  my  earlier  blood  test  and  did  an  ultrasound.  The 
HMO  is  now  refusing  to  pay  the  bill  from  the  emergency  room. 

In  December  1992,  I  took  one  of  my  daughters  to  the  emergency 
room  because  she  had  had  a  fever  for  3  days,  and  when  the  fever 
broke  her  mouth  was  full  of  bleeding  sores.  She  was  bleeding  so 
badly  from  her  mouth  that  she  had  been  able  to  drink  or  eat  very 
little  for  the  past  few  days.  Again,  it  was  in  the  evening,  and  the 
HMO  was  closed. 

Before  taking  my  daughter  to  the  emergency  room,  I  had  called 
the  HMO  during  the  day  and  was  told  that  the  doctor  was  on  vaca- 
tion, and  that  I  should  go  to  the  emergency  room.  The  emergency 
room  registrar  called  the  HMO  for  approval  and  was  told  that  this 
was  not  an  emergency,  and  my  daughter  could  not  be  seen.  The 
hospital  registrar  told  me  to  call  the  HMO  to  see  if  I  could  reason 
with  them.  I  called  the  HMO  and  asked  to  speak  with  the  ap- 
prover, and  the  answering  service  said  I  was  not  allowed  to  do  so, 
that  only  hospitals  and  HRS's  were  allowed  to  speak  to  approvers, 
not  clients. 

I  asked  the  answering  service  operator  if  she  could  deliver  the 
approver  a  message  to  see  if  my  daughter  could  be  treated  at  the 
emergency  room,  because  she  had  been  bleeding  badly  from  her 
mouth  and  she  was  unable  to  eat  or  drink  with  all  the  blood.  She 
said  I  would  have  to  wait  until  Monday  when  her  regular  doctor 
came  in.  I  protested  that  she  would  have  to  wait  3  more  days  and 
was  not  able  to  eat  or  drink,  and  the  HMO  still  refused  to  let  her 
be  seen. 

The  hospital  called  the  HMO  back  because  they  saw  my  daugh- 
ter was  in  pain,  and  the  HMO  still  refused  to  treat  her.  The  hospi- 
tal told  me  I  would  have  to  give  them  money  up  front  which  I  did 
not  have. 
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I  called  the  HMO  back  and  asked  the  operator  for  her  name.  She 
told  me  it  was  "none  of  my  damn  business"  and  hung  up  on  me.  I 
went  home  and  treated  my  daughter  myself  with  medicine  which 
my  son  had  been  taking.  He  then  ended  up  getting  sick  again. 

On  the  following  Monday,  I  called  the  HMO  and  told  them  what 
happened  the  previous  Friday  evening,  and  I  was  told  they  would 
take  care  of  it.  I  also  told  them  I  wanted  to  disenroll  from  the 
HMO,  but  the  HMO  insisted  this  would  not  happen  again. 

I  also  told  them  they  had  not  been  paying  the  bill  for  my  emer- 
gency room  treatment  in  September  because  I  was  getting  the  bills. 
The  HMO  denied  the  fact  that  they  were  not  paying  the  bills.  They 
told  me  to  photocopy  the  bills  and  send  them  to  them.  I  did  so,  and 
the  bills  have  still  not  been  paid. 

In  December,  I  called  the  number  on  the  back  of  the  card  regard- 
ing complaints.  The  lady  that  answered  the  phone  told  me  that  she 
could  not  speak  to  me  and  that  I  should  talk  to  my  HRS  worker. 
She  hung  up  on  me. 

I  called  the  HMO  again  to  speak  with  a  supervisor  about  my 
problems  and  was  told  that  the  reason  the  hospital  bill  was  not 
paid  was  that  the  hospital  did  not  seek  approval  from  the  HMO 
before  I  was  seen,  so  I  had  to  pay  the  bill. 

I  also  have  a  daughter  who  had  chronic  ear  infections  for  6 
months.  She  finally  received  approval  to  be  seen  by  a  specialist. 
However,  the  specialist's  office  is  in  Hallendale.  I  live  in  Home- 
stead, which  is  over  iy2  hours  away.  Since  I  do  not  know  my  way 
around  that  area,  I  called  the  HMO  for  their  van  service  and 
stayed  home  from  work  a  half  day  in  order  to  wait  for  the  van.  The 
van  never  came. 

When  I  asked  for  a  new  appointment  with  the  specialist  since 
the  van  never  came,  I  was  told  that  I  would  not  get  another  ap- 
proval since  I  missed  the  first  appointment  with  the  specialist. 

In  April,  one  of  my  daughters  fell  and  injured  her  face.  I  called 
the  HMO  and  was  told  that  her  doctor  was  on  vacation.  I  asked  if  I 
could  take  her  to  the  emergency  room  and  was  told  no,  that  I  could 
not.  The  HMO  receptionist  said  she  would  call  back  with  the  name 
of  another  doctor  but  she  never  did.  I  continued  calling  a  number 
of  times  but  the  HMO  never  called  back  with  a  referral.  My  daugh- 
ter's face  was  badly  swollen,  and  she  had  trouble  breathing.  She 
was  unable  to  go  to  school,  and  I  had  to  miss  work  in  order  to  stay 
home  with  her. 

Around  the  same  time  another  daughter  got  an  ear  infection. 
Again,  I  was  told  her  doctor  was  on  vacation  so  I  asked  for  another 
doctor.  The  HMO  receptionist  said  she  would  call  back.  I  called 
back  two  times,  left  the  same  message,  waited  at  home  all  day,  and 
never  received  a  call  back. 

After  the  doctor  came  back  from  vacation,  I  called  him  again, 
and  he  told  me  that  she  would  need  an  appointment  to  see  him, 
and  that  since  no  appointments  were  available  for  a  while  she 
should  go  to  the  emergency  room.  I  then  took  her  to  the  emergency 
room  for  treatment.  The  emergency  room  is  now  billing. 

I  began  trying  to  get  disenrolled  from  the  HMO  in  February  and 
was  not  disenrolled  until  May. 

So,  for  me  the  problems  are  clear.  We  are  not  in  a  very  good  area 
because  of  the  storm,  and  kids  are  more  likely  to  be  injured.  There 
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is  a  lot  of  debris  and  trash  in  the  area.  A  lot  of  viruses  were  going 
around.  I  make  very  little  money.  I  cannot  even  begin  to  afford  to 
pay  for  a  bottle  of  medication  at  this  time,  unless  I  take  another 
full-time  job.  I  let  them  go  the  first  time  after  I  lost  the  baby.  They 
don't  want  to  pay  for  any  treatment.  For  them,  it  is  not  an  emer- 
gency. You  have  to  wait  2  or  3  weeks  for  a  doctor's  appointment  in 
these  programs,  and  they  don't  want  to  talk  to  you.  They  hang  up 
on  you.  They  say  we  have  no  right  to  call  them,  to  talk  to  our  HRS 
worker.  We  signed  up  for  this  program,  not  the  HRS  worker.  We 
chose  them  to  be  our  HMO,  but  they  won't  speak  to  us,  and  they 
treat  us  very  badly.  That  is  all  I  have  to  say. 

[Ms.  Perez'  statement  may  be  found  in  the  appendix.] 

Chairman  Wyden.  Thank  you  very  much  for  coming. 

Chairman  Wyden.  Ms.  Perez,  we  have  had  a  number  of  witnesses 
over  the  years  talk  about  health  issues  and  rarely  have  they  put  it 
as  bluntly,  as  directly,  and  as  clearly  as  you  have. 

I  want  you  to  know,  if  there  is  one  thing  that  health  reform  is 
going  to  stand  for,  when  Congress  is  through  working  on  it,  it  is 
that  it  is  certainly  part  of  the  consumer's  business  and  the  obliga- 
tion of  these  providers  to  tell  you  when  somebody  is  considering  ap- 
proving or  denying  a  service. 

To  have  an  insurance  provider  tell  you  that  it  is  none  of  your 
business,  when  you  literally  have  a  life  or  death  matter  on  the  line 
with  respect  to  getting  a  service  approved,  is  just  unacceptable.  We 
are  going  to  make  darn  sure  that  this  crowd  of  powerful  medical 
interests,  the  gang  that  has  always  decided  things,  knows  that  it  is 
going  to  be  part  of  your  business  and  your  right  to  know  in  the 
future. 

Thank  you  for  some  excellent  testimony.  I  know  my  colleagues 
will  have  some  questions  here  in  a  moment. 

Chairman  Wyden.  Dr.  White. 

TESTIMONY  OF  ROBERT  I.  WHITE,  JR.,  M.D.,  PROFESSOR  AND 
CHAIRMAN,  DEPARTMENT  OF  DIAGNOSTIC  RADIOLOGY,  YALE 
UNIVERSITY  SCHOOL  OF  MEDICINE 

Dr.  White.  Thank  you  for  the  opportunity  to  speak  with  you 
about  patients  with  rare  disorders  who  are  having  difficulty  getting 
appropriate  care  through  HMO's.  Rare  disorders  are  not  so  rare 
when  you  consider  that  1  person  in  12  has  a  condition  which  may 
require  specialized  care. 

My  name  is  Robert  I.  White,  Jr.,  and  I  am  an  interventional  radi- 
ologist; that  is  to  say,  I  perform  image-guided  procedures  without 
surgery,  euphemistically  known  as  surgery  without  a  knife.  As 
such,  our  patients  spend  an  average  of  24  to  48  hours  in  a  hospital 
and  have  no  significant  postprocedure  recovery. 

I  am  also  the  chairman  of  Diagnostic  Radiology  at  Yale  Universi- 
ty School  of  Medicine,  chief  of  the  Section  of  Diagnostic  Imaging, 
Yale-New  Haven  Hospital,  and  chair  of  the  medical  advisory  board 
of  the  HHT  Foundation  International.  HHT  stands  for  hereditary 
hemorrhagic  telangiectasia,  which  is  a  rare  disorder  of  the  blood 
vessels  affecting  the  nose,  brain,  lung,  and  intestine.  It  affects 
50,000  Americans. 
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In  a  typical  week,  we  spend  between  5  and  10  hours  in  frustrat- 
ing negotiations  with  HMO's  and  other  managed  care  providers 
trying  to  help  our  patients  through  the  system. 

I  would  like  to  give  you  several  examples.  Carol  K.  is  a  45-year- 
old  Palo  Alto,  California  teacher  who  has  HHT.  Her  HMO  refused 
to  let  her  be  treated  at  Yale  New  Haven  Hospital.  Today,  she  is 
requiring  blood  transfusions  for  anemia  secondary  to  her  gastroin- 
testinal bleeding  which  is  as  a  result  of  her  disease.  She  is  afraid  to 
fight  her  HMO  because  she  is  concerned  that  she  will  lose  cover- 
age. 

Lawrence  M.  is  a  50-year-old  Hartford,  Connecticut  man  with  a 
3-year  history  of  allergic  reactions  to  iron  infusions  which  he  must 
take  because  of  his  anemia.  He  has  refractory  nosebleeds  which 
last  from  2  to  3  hours  daily.  He  has  severe  gasti-ointestinal  bleed- 
ing, anemia,  and  angina  pectoris  secondary  to  his  disorder. 

For  the  past  3  years,  he  has  been  followed  by  a  Hartford  HMO 
for  this  series  of  tests.  He  came  to  us  for  an  evaluation  at  Yale 
after  a  great  many  frustrating  delays  by  his  HMO.  In  addition  to 
diagnosis  and  treatment  of  gastrointestinal  bleeding,  he  needed  a 
specialized  nasal  operation,  and,  finally,  we  finally  convinced  the 
HMO  that  they  needed  to  send  him  to  Boston  for  nasal  surgery.  We 
had  to  threaten  the  medical  director  of  the  HMO  with  a  lawsuit  if 
the  patient's  care  was  less  than  optimal  before  the  patient  was  per- 
mitted to  go  to  Boston  for  his  nasal  operation. 

Arlene  R.  is  a  58-year-old  woman  with  a  brain  abscess  and  a 
large  pulmonary  arteriovenous  malfunction;  that  is,  blood  vessel 
malfunction  of  the  arteries  and  the  veins  in  the  lung  which  can 
cause  stroke,  brain  abscess,  or  excessive  bleeding  from  the  lungs. 
She  was  followed  in  Boston  by  a  prominent  physician  at  a  well 
known  HMO.  They  recommended  surgical  removal  of  the  lung. 
This  would  have  been  a  difficult  operation  costing  two  to  three 
times  the  alternative,  less  invasive  option. 

The  patient's  son  learned  about  HHT  and  the  noninvasive  ther- 
apy we  use  at  Yale  for  treating  pulmonary  malfunctions,  a  tech- 
nique which  I  developed  which  is  similar  in  complexity  to  coronary 
balloon  angioplasty,  but  instead  blocks  the  abnormal  blood  vessels 
of  the  lung  and  takes  twice  as  long  to  perform. 

The  patient  came  to  Yale,  and  after  many  hours  of  negotiations 
with  the  HMO,  we  were  able  to  admit  and  treat  her  with  the  non- 
invasive balloon  procedure.  She  did  not  require  surgery.  There  was 
no  postoperative  recovery.  She  was  discharged  within  48  hours  and 
is  doing  well. 

The  real  problems  with  HMO's  trying  to  treat  the  1  in  12  of  us 
with  a  rare  disorder  are  that  they  often  lack  the  experience  and 
physicians  who  have  the  expertise  in  specialized  techniques  needed 
for  diagnosis  and  treatment  of  rare  disease. 

I  would  like  to  give  just  an  overview  for  a  moment,  if  I  may, 
about  rare  diseases  and  our  patients'  needs.  There  are  5,000  rare 
disorders  affecting  20  million  Americans.  This  means  that  1  in  12 
of  us  has  a  condition  that  may  require  specialized  care.  A  rare  dis- 
ease is  defined  as  200,000  or  less  affected  individuals. 

The  examples  of  rare  diseases  include:  Tourette's  syndrome 
which  the  child  psychiatrists  treat  at  Yale,  autism,  Huntington's 
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disorder,  cleft  palate,  spina  bifida,  Lou  Gehrig's  disease,  and  many 
others,  including  the  one  I  am  interested  in  which  is  HHT. 

There  are  centers  of  excellence  for  treating  rare  disorders  in  this 
country,  which  I  would  define  as  a  health  care  facility  with  a  con- 
centration of  physicians  and  nurses  seeing  minimally  30  to  40  pa- 
tients yearly  with  this  rare  disorder  and  with  a  proven  expertise  as 
demonstrated  by  articles  published  in  peer  reviewed  journals. 

Furthermore,  most  of  us  who  are  physician-specialists  at  centers 
of  excellence  with  an  interest  in  a  specific  rare  disease  which  we 
study  and  treat,  will  often  lower  our  own  fees  and  lobby  for  the 
hospital  to  do  the  same  in  order  to  make  specialized  treatment  af- 
fordable and  available. 

The  National  Organization  of  Rare  Diseases  is  a  highly  effective 
advocacy  group  comprising  a  coalition  of  these  nonprofit  organiza- 
tions representing  rare  diseases,  and  they  are  an  excellent  re- 
source. 

The  recommendations  I  would  make,  or  at  least  suggest  you  con- 
sider, would  be  to  allow  freedom  of  choice  for  patients  with  a  rare 
disorder,  that  is,  the  ability  to  seek  a  diagnosis  and  treatment  in  a 
center  of  specialized  expertise  for  managing  their  condition. 

I  also  would  agree  with  a  point  of  service  option,  the  opportunity 
for  a  patient  with  a  rare  disorder  to  seek  an  alternative  care  pro- 
vider without  the  undue  financial  or  other  penalties  such  as  loss  of 
their  insurance. 

Finally,  I  would  advocate  for  an  ombudsman,  who  is  an  advocate 
for  rare  disorders,  so  that  patients  and  physicians  are  provided 
with  choices. 

Managed  competition  and  costs  should  be  facilitated  by  a  simple 
tjrpe  of  agreement  so  that  patients  do  not  lose  treatment  options  or 
have  a  delay  in  their  diagnosis  during  lengthy  negotiations  be- 
tween insurance  companies,  hospitals,  HMO's,  physicians,  and  em- 
ployers. 

Routine  referrals  of  rare  disorders  by  HMO's  and  managed  care 
practitioners  to  centers  of  excellence  for  rare  disorders  is  well  de- 
fined in  the  Physicians'  Guide  to  Rare  Diseases,  a  new  book  edited 
by  James  G.  Thoene,  MD,  which  has  been  published  under  the  sup- 
port of  the  National  Organization  of  Rare  Diseases  by  Dower  Press. 
If  people  would  read  this,  they  would  more  than  likely  be  able  to 
afford  and  obtain  cost-  and  patient-effective  therapy. 

I  would  like  to  thank  you  for  allowing  me  to  make  a  brief  state- 
ment about  access  to  health  care  for  patients  with  rare  disorders. 

[Dr.  White's  statement,  with  attachments,  may  be  found  in  the 
appendix.] 

Chairman  Wyden.  Dr.  White,  thank  you. 

Your  testimony  is  very  helpful  and  certainly  a  perspective  that 
needs  to  be  understood.  You  hear  about  rare  disorders  affecting  20 
million  people.  As  you  spoke,  this  certainly  means  that  it  is  not  ex- 
actly something  that  happens  occasionally  but  affects  millions  of 
Americans.  It  is  helpful  to  know. 

I  am  going  to  recognize  my  colleagues  for  their  questions,  but  we 
are  very  pleased  the  gentleman  from  Massachusetts,  Mr.  Meehan, 
has  joined  us.  I  want  to  recognize  him  first  if  he  may  have  any 
opening  statement  he  would  like  to  make. 
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Mr.  Meehan.  Very  briefly,  I  just  want  to  commend  all  of  the 
panelists.  I  am  a  new  Member  of  Congress,  and  before  I  got  elected 
to  Congress,  I  was  a  prosecutor  up  in  Massachusetts.  I  have  spent  a 
lot  of  time  trying  to  deal  with  the  health  care  issue  and  have  had 
three  conferences  in  Massachusetts.  I  hear  a  lot  about  defensive 
medicine  and  the  difficult  situation  that  the  medical  profession  is 
in  because  of  the  demands  on  consumers,  and  it  really  has  been  en- 
lightening for  me  this  morning  to  be  here  and  to  get  another  per- 
spective. 

So,  I  thank  you  and  look  forward  to  additional  input.  Thanks, 

Chairman  Wyden.  I  thank  my  colleague.  Let  us  begin  the  ques- 
tioning with  the  gentleman  from  Texas. 

Mr.  CoMBEST.  Thank  you,  Mr.  Chairman.  I  will  also  join  the 
chairman  in  saying  how  much  we  appreciate  what  I  am  sure  was 
very  difficult  for  you.  Mr.  and  Mrs.  Bennett,  I  have  scanned  back 
through  your  testimony.  Was  the  hospital  where  the  physician  was 
working  aware  of  his  past? 

I  know  you  mentioned  he  had  sued  them  as  well.  There  were  a 
lot  of  faults.  Were  they  aware  of  his  lack  of  the  credentials  that  he 
had  so  indicated  and  that  he  had  also  signed  the  name  of  the  as- 
sistant physician?  Had  they  any  knowledge  of  his  past? 

Mr.  Bennett.  When  he  first  came  from  Tufts,  all  the  doctors  had 
sent  glowing  recommendations  from  where  he  came.  One  doctor 
from  Dover  had  eventually  called  down  after  they  had  several 
problems  with  Dr.  Dell  and  discovered  that  a  couple  of  the  people 
who  had  sent  glowing  recommendations  actually  stated  that  he  was 
kind  of  forced  to  leave,  and  that  was  their  way  of  getting  rid  of 
him. 

Throughout  his  stay  there,  he  was  called  in — I  don't  want  to  say 
reprimanded.  He  had  several  letters  where  he  was  caught  signing 
that  he  had  an  assistant,  when  he  didn't,  saying  that  he  just 
thought  that  this  was  a  hospital  requirement  and  our  case  actually 
happened  at  least  6  months  after  at  least  one  of  the  letters  that  he 
had  received  telling  him  that  he  should  not  be  doing  this. 

Mr.  CoMBEST.  In  your  case,  it  was  fairly  blatant.  I  mean,  the  hos- 
pital had  a  very  wide  awareness  of  the  problems  that  this  physi- 
cian had  had. 

Mrs.  Miller.  Yes;  they  knew. 

Mr.  CoMBEST.  In  both  of  those  instances,  by  the  time  that  you 
had  seen  these  physicians,  there  was  a  fairly  lengthy  track  record 
of  problems.  I  think  these  are  very  blatant  cases  in  which  there 
would  be  absolutely  no  argument  whatsoever  that  these  doctors 
should  not  be  practicing. 

But  certainly,  there  would  be  no  argument  that  their  history 
should  have  followed  them  and  that  it  should  have  been  made 
public  to  you.  You  should  have  been  able  to  get  that  information. 
Obviously,  had  the  hospitals  been  more  involved  in  the  back- 
ground, it  might  have  been  prevented.  I  think  it  is  an  obvious 
statement,  or  an  obvious  answer  to  the  question,  but  I  would  ask  it 
anyway.  I  would  obviously  presume  that  if  you  had  that  informa- 
tion, you  would  not,  either  one  of  you,  have  used  the  physician. 

It  is  not  that  kind  of  a  situation  that  concerns  me.  I  mean,  no 
argument,  let's  hold  these  people  up  for  public  exposure.  It  is  that 
fine  line  that  concerns  me.  For  example,  if  there  was  a  physician 
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who  had  been  sued  for  malpractice,  it  was  least  costly  for  the  com- 
pany involved  to  settle,  never  a  trial,  never  going  through  the  fine 
points  and  details  of  whether  or  not  this  individual,  he  or  she,  was 
actually  at  fault. 

But  just  the  fact  that  the  suit  had  been  settled  then  going  on 
record,  as  a  parent  myself,  whether  it  would  be  for  my  wife  or  for 
my  children,  I  don't  know  at  what  point  I  would  say,  oh,  well,  after 
they  have  surpassed  three  of  these  or  four  of  these  or  five  of  these 
or  whatever,  would  I  then  no  longer  consider  them. 

It  concerns  me  from  the  standpoint  of  very  close  personal  family 
awareness  of  physicians,  and  knowing  the  kind  of  people  they  are, 
the  capabilities  they  have,  and  what  this  particular  individual  has 
gone  through.  Because  of  the  problems  which  are  confronting 
them,  there  is  a  number  of  practices  which  this  physician  has  de- 
cided no  longer  to  do,  and  to  those  people  who  would  have  been  the 
benefactor  of  his  services,  they  will  lose  because  this  is  an  individ- 
ual who  would  be  a  particular,  very  caring  person. 

What  I  want  to  make  for  certain  that  we  don't  do  is  to  go  so  far 
that  we  begin  to  deprive  the  public  of  some  people  who  should  have 
been  available  to  them  and  to  not  make  it  so  difficult  also  that 
physicians  decide  that  maybe  they  are  no  longer  going  to  practice. 
It  is  that  balance. 

It  is  how  much  you  know,  how  much  a  problem  does  exist  before 
there  begins  to  be  a  history,  and  that  they  put  this  person  up  for 
ridicule  or  bring  them  out  publicly  to  allow  the  public  to  see  what 
has  happened.  How  much  should  we  require  that,  as  physicians  go 
into  new  areas,  there  be  a  very  thorough  background  check? 

Do  we  leave  that  up  to  the  States?  Do  we  leave  that  up  to  the 
hospitals?  Do  we  leave  that  up  to  the  clinic  in  the  case  where  an 
individual  might  be  joining  a  clinic? 

Those  are  the  things  that  I  hope  we  can  answer,  and  when  we 
can  hopefully  do  some  things  that  solve  or  help  to  solve  the  prob- 
lems that  you  both  have  experienced,  that  we  do  that  without 
being  also  overburdensome. 

What  suggestions  or  thoughts,  given  both  of  your  experiences, 
could  you  give  me  to  help  us  decide  that? 

Mrs.  Bennett.  I  think  you  have  to  give  us  the  benefit  of  the 
doubt  that  we  can  be  concerned  consumers.  If  I  had  looked  at  that 
data  bank  and  had  seen  a  few  malpractice  suits,  I  don't  think  I 
would  have  been  overly  concerned.  I  would  have  been  somewhat 
concerned  and  followed  it  up.  I  think  I  would  have  been  very  con- 
cerned if  I  had  seen  privileges  being  denied,  suspension.  That  is 
what  we  are  talking  about. 

We  are  not  just  talking  about  one  or  two  malpractice  suits  or  a 
settlement.  I  also  would  have  looked  at  the  amount  of  the  settle- 
ment. In  our  particular  cases,  we  are  up  to  $2.4  million.  If  I  would 
have  seen  that  amount  of  money,  I  would  have  known  these  are 
very  serious  situations. 

I  feel  for  you  in  your  view  of  practitioners.  My  brother  is  a 
doctor.  I  saw  him  struggle  through  medical  school.  I  know  if  he 
makes  a  mistake,  it  is  not  because  he  wanted  to.  He  is  a  human 
being,  and  I  think  we  understand  that.  Physicians  make  mistakes, 
but  we  are  also  sajang  that  when  they  make  one  mistake,  when 
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they  make  two  mistakes,  three,  when  are  we  going  to  stop  and  say 
enough  is  enough. 

You  are  looking  at  one  individual.  I  am  looking  at  a  lot  of  naive 
consumers.  Yes;  I  feel  that  there  might  be  times  when  we  judge  a 
person  wrongly,  a  physician  wrongly.  But  then  on  the  other  hand, 
if  we  don't  stand  up  and  start  judging,  we  are  going  to  have  hun- 
dreds of  consumers  suffering  under  the  bad  doctors'  hands. 

Mr.  Bennett.  I  think  part  of  the  problem,  at  least  in  our  situa- 
tion, seeing  the  way  that  this  has  been  handled  when  they  came 
back  for  the  second  hearing  in  the  State  of  New  Hampshire  is  us 
being  accused  of  being  the  reason  that  we  were  back  having  the 
second  hearing.  Had  we  not  sent  information  to  Texas,  he  would  be 
gone  right  now,  and  they  wouldn't  have  to  be  doing  this  again. 

If  we  start  policing  and  getting  rid  of  the  bad  doctors,  I  haven't 
seen  that  happen  yet.  I  agree  with  you.  It  is  going  to  be  very  diffi- 
cult determining  where  to  draw  the  line,  but  the  line  is  going  to 
have  to  be  drawn  someplace,  and  there  has  to  be  a  method  to  get 
rid  of  the  doctors  who  are  bad. 

Mr.  CoMBEST.  It  doesn't  require  a  response,  but  I  thought  if  there 
was  an5^hing  you  wanted  to  say. 

Mr.  Miller.  The  only  thing  I  would  like  to  say,  as  far  as  it  im- 
pacted us,  the  doctor  was  in  service  in  our  community  for  only  8 
weeks,  and  there  were  13  separate  counts,  13  grossly  negligent  inci- 
dents that  were  brought  against  him  in  New  York. 

I  don't  have  the  length  of  his  service  in  New  York,  but  he  is  a 
young  doctor.  This  is  not  two  or  three  cases  settled  for  the  sake  of 
convenience,  and  the  fact  that,  well,  it  was  easier  to  settle  this  one. 
I  realize  those  get  entered.  The  thing  that  scares  me  is,  I  have  also 
seen  incidents  where  a  doctor  can  hand  in  his  license  and,  in  effect, 
move  to  a  new  State  and  not  have  any  record  in  the  practitioner's 
data  bank  as  he  made  a  deal  with  the  State  examining  board  at 
that  point. 

Again,  I  would  hope  the  consumer  was  there.  I  would  hope  the 
consumer  had  an  active  part  in  the  medical  examination  and  could 
then  police  for  themselves  the  fact  that  this  doctor  is  no  longer 
practicing  but  may  be  a  threat  somewhere  else.  But  if  the  State  is 
content  to  let  it  drop  there,  have  the  doctor  hand  in  his  license, 
and,  in  effect,  dump  the  doctor  into  another  State,  there  is  also 
going  to  be  that  contingency.  The  practitioners'  data  bank  being 
open  to  the  public  addresses  most  of  the  problem,  and  the  docu- 
mented cases  would  be  made  available.  But  the  doctors  would 
always  have  that  out,  to  go  elsewhere. 

Mr.  CoMBEST.  Again,  please  understand  I  wasn't  suggesting  that 
this  physician  who  had  treated  you  was  one  who  maybe  just  had 
one  or  two  minor  problems  in  the  past.  These  are  almost  the  ex- 
tremes. I  mean,  we  have  falsified  records.  We  have  forgeries.  All  of 
these  things  are  blatant,  blatant  problems  that  should  be  dealt 
with. 

I  think,  as  a  general  rule,  the  industry  of  physicians  or  of  nurses 
or  whomever,  would  like  to  see  or  would  like  to  be  able  to  police 
themselves.  They  recognize  the  kind  of  problems  that  these  people 
create  for  the  entire  industry.  What  kind  of  reaction  would  you 
have  if  the  physicians  in  the  State  of  New  Hampshire,  the  New 
Hampshire  Medical  Association,  or  Connecticut,  whatever  it  would 
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have  been,  would  have  put  out  a  sanction  on  this  individual  or 
would  have  put  out  information  that  there  was  a  concern  among 
their  peers? 

Would  that  have  been  a  pretty  significant  warning  to  you  if  you 
knew  that? 

Mrs.  Miller.  Yes;  if  we  had  known  that.  With  Dr.  Weber,  as  it 
stands  now,  he  still  holds  a  medical  license  in  the  State  of  New 
Jersey.  To  the  best  of  my  knowledge,  he  is  not  practicing  medicine 
at  this  time.  But  this  is  a  relatively  young  man  who  has  had  maybe 
a  10-,  possibly  a  12-year  career  who  has  already  had  his  license  re- 
voked in  two  States.  There  has  to  be  something  done  to  protect  the 
people  in  the  State  of  New  Jersey. 

Mr.  CoMBEST.  I  concur.  I  completely  agree  with  you.  It  is  finding 
what  to  do.  That  is  where  we  are  all  wanting  to  be,  where  we  are 
all  wanting  to  go. 

Mr.  Bennett,  did  you  start  to  say  something  else? 

Mr.  Bennett.  Yes;  if  you  call  the  State  of  Massachusetts  Board 
of  Registration  right  now  to  find  out  what  they  have  on  Dr.  Dell, 
the  doctor  in  our  case,  they  will  tell  you  that  presently  he  has  a 
license  in  good  standing  in  the  State  of  Massachusetts,  and  that  is 
all  the  information  you  can  find  out. 

Mr.  CoMBEST.  That  is  where  he  is  practicing  now? 

Mr.  Bennett.  That  is  where  he  is  practicing  now  in  private  clin- 
ics that  he  has  built  since  he  could  not  get  hired  into  any  hospitals. 

Mr.  CoMBEST.  In  your  case,  had  all  of  the  plaques,  all  the  de- 
grees, or  whatever  that  were  hanging  on  his  wall,  had  those  ever 
been  checked? 

Mrs.  Bennett.  No;  because  they  were  not  medical  education. 
This  was  all  other  education.  They  did  check  that  he  had  a  medical 
license,  but  that  is  as  far  as  they  went. 

Mr.  Bennett.  Until  our  suit  was  filed,  they  were  not  aware  of 
that. 

Mr.  Combest.  In  your  instance,  this  physician,  the  OB-GYN  had 
purchased  your  former  doctor's  practice? 

Mrs.  Miller.  Correct. 

Mr.  Miller.  Correct.  With  very  little  input  from  the  former 
doctor.  He  became  incapacitated,  and  it  was  essentially  a  business 
decision. 

Mr.  Combest.  Was  it  a  single  practice  or  a  multiple? 

Mrs.  Miller.  It  was  a  single  practice. 

Mr.  Miller.  He  has  privileges  at  the  hospital  but  wasn't  on  staff 
there. 

Mr.  Combest.  Thank  you,  Mr.  Chairman.  Let  me  share  the  time. 

Chairman  Wyden.  I  thank  my  colleague. 

The  gentleman  from  Nevada. 

Mr.  Bilbray.  I  would  like  to  say  to  the  Bennetts,  I  know  how  you 
feel.  I  lost  a  son,  too.  When  you  lose  a  child,  people  can  tell  you 
they  know  how  you  feel,  but  they  don't  know  how  you  feel.  I  say 
magnify  it  10  times,  and  even  then  you  don't  feel  the  sorrow  and 
the  hurt  that  goes  on. 

I  was  wondering,  and  maybe  Dr.  White  will  address  this,  in  the 
legal  profession  we  have  a  publication  that  is  not  all  inclusive  cer- 
tainly, not  100  percent  accurate,  which  we  call  Martindale  and 
Hubble  which  lists  the  attorneys.  A,  B,  or  C.  When  attorneys  have 
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ethical  problems  or  so  forth,  they  refuse  to  allow  them  to  be  listed 
in  the  directory,  or  they  give  them  no  listing. 

Has  the  medical  profession  ever  done  something  like  this?  Has  it 
ever  been  innovative  that  a  person  like  the  Bennetts  or  the  Millers 
could  go  to  a  medical  library  or  in  this  case  a  law  library?  I  imag- 
ine most  big  public  libraries  have  Martindale  where  they  can  open 
up  a  book  and  look  up  Dr.  White,  and  find  out  he  is  licensed  to 
practice  in  the  whole  United  States,  and  he  is  rated  by  his  peers  in 
most  cases  as  an  A  doctor  or  as  a  B  doctor  or  C  doctor,  where  if  a 
doctor  is  questioned,  and  has  been  not  allowed  to  practice  in  a  cer- 
tain State,  that  would  be  listed  in  his  credentials  so  the  Bennetts 
and  Millers  can  go,  and  when  say  there  are  five  doctors  in  the  spe- 
cialists in  their  area  of  their  concern,  they  can  look  up  that  list 
and  see  if  that  is  the  situation.  It  would  not  necessarily  list  every 
case  of  malpractice  or  threatened  malpractice  but  certainly  would 
list  the  peer  rating. 

The  way  they  do  it,  of  course,  in  the  legal  profession,  is  you  get  a 
form,  and  it  says  they  are  requesting  Mr.  Wyden,  and  you  would 
check  off  if  you  have  problems,  and  you  would  seal  that,  and  that 
was  sent  back  confidentially.  They  would  have  a  pretty  good  sphere 
to  judge  from.  I  was  asked  numerous  times  to  rate  my  fellow  attor- 
neys. It  is  very  difficult  to  get  that  A  rating.  He  had  to  be  in  prac- 
tice a  number  of  years,  and  had  to  have  a  real  high  rating  with  his 
fellow  members  of  the  bar. 

In  some  situations,  it  might  be  500  attorneys  practicing,  and  you 
might  have  only  5  or  6  A  attorneys.  You  might  find  maybe  another 
50  B's.  The  normal  average  would  be  C's,  but  you  also  found  quite 
a  few  that  had  no  ratings  at  all  because  of  their  prior  problems. 

Has  anything  like  that  ever  been  considered,  or  is  that  done  in 
the  medical  profession? 

Dr.  White.  Unfortunately,  I  am  not  an  expert.  I  want  to  com- 
ment I  have  great  empathy  for  all  the  other  members  of  the  panel. 
Most  States'  medical  regulatory  boards  will  at  least  submit  to  doc- 
tors who  are  in  consideration  for  losing  a  license,  the  AMA  and  our 
specialty,  like  the  American  Colleague  of  Radiology,  do  publish  a 
directory  which  lists  physicians,  and  also  what  schools  they  grad- 
uated from,  and  their  specialties.  But  I  am  not  aware  of  one  that 
rates  them  by  some  peer  evaluation  and  puts  a  rating  on  them. 

Mr.  BiLBRAY.  Do  we  have  a  group  of  physicians  coming  next?  We 
have  some  testimony  here. 

Chairman  Wyden.  We  do  have  several  physicians. 

Mr.  BiLBRAY.  I  know  the  Millers  and  Bennetts  think  about  some- 
thing like  that,  a  place  where  you  could  go  for  information.  It  cer- 
tainly wouldn't  be  all  inclusive.  You  certainly  could  go  when  you 
are  looking  for  a  doctor  who  would  have  treated  your  daughter  or, 
in  your  case,  your  particular  problem,  that  you  could  look  into. 

When  I  came  from  Nevada,  of  course,  we  had  our  longtime 
family  physicians  who  we  knew,  and  we  knew  most  of  the  doctors. 
When  we  came  here  to  Washington,  we  went  through  the  same 
thing  trying  to  find  out  who  was  a  good  doctor. 

I  called  various  people  I  knew,  trying  to  find  out  who  was  an  ex- 
cellent doctor  for  certain  procedures.  I  will  tell  you,  when  you  come 
into  a  new  area,  it  is  tough,  and  doctors,  as  a  whole,  hate  to  down- 
rate  their  own,  but  if  it  was  done  privately  and  confidentially.  I 
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would  have  loved  to  have  been  able  to  go  to  a  manual  over  here  at 
a  library  and  looked  up  the  ratings  of  the  different  doctors  to  see 
how  they  are  considered. 

I  called  home  to  my  doctor;  my  wife  had  a  problem.  I  called  the 
gynecologist  who  is  a  good  friend  of  the  family,  a  good  supporter  of 
mine,  and  asked  him  to  check  out  the  particular  doctor  who  we 
were  looking  at.  He  called  back  personally  to  the  med  school  where 
she  went,  this  lady,  and  also  called  a  couple  of  his  friends  who  were 
on  the  staff  of  Georgetown  Hospital  and  asked  about  her. 

But  most  people  don't  have  the  ability  to  do  that.  How  many  of 
them  are  going  to  get  their  local  doctor,  whom  they  have  known 
for  years,  to  make  20  phone  calls  across  the  country  to  find  out  if 
somebody  is  a  good  doctor.  But  if  there  was  something  there  that 
you  could  open  up  and  look  at. 

In  the  ratings  done  every  year  in  Martindale,  Mr.  Wyden  is  prob- 
ably an  A  attorney  in  Martindale,  and  he  kept  that  rating  for 
years  until  he  became  a  Member  of  Congress,  and  he  can't  be  rated 
anymore,  because  once  we  become  inactive,  we  fall  off  the  list.  But 
that  is  important.  That  would  be  helpful  to  all  of  you,  I  believe, 
something  like  that.  At  least  it  would  give  you  a  fighting  chance. 

Chairman  Wyden.  I  thank  my  colleague.  Do  you  have  any  addi- 
tional questions? 

Mr.  BiLBRAY.  No;  I  am  going  to  start  publishing  the  book, 
though. 

Chairman  Wyden.  The  gentleman  from  Massachusetts. 

Mr.  Meehan.  Thank  you,  Mr.  Chairman.  I  would  like  to  ask  the 
Bennetts,  the  glowing  recommendations  from  Tufts,  were  you  able 
to  see  those? 

Mrs.  Bennett.  Yes. 

Mr.  Meehan.  Do  you  actually  have  copies? 

Mrs.  Bennett.  We  have  two  copies  of  two  different  physicians 
who  wrote  very  favorable  recommendations  to  Wentworth-Douglass 
Hospital. 

Mr.  Meehan.  To  what  extent,  if  any,  have  those  physicians  been 
held  accountable  for  those  recommendations? 

Mrs.  Bennett.  I  don't  believe  at  all. 

Mr.  Meehan.  That  concerns  me,  and  if  you  could  get  a  couple  of 
copies  to  my  staff,  that  would  be  appreciated.  I  spent  4  years  regu- 
lating securities  in  Massachusetts,  and  we  have  a  computer  system 
whereby  we  keep  track  of  a  person  who  is  a  broker-dealer  selling 
securities  anywhere  in  the  country,  and  we  keep  track  of  it. 

Anj^ime  someone  would  apply  in  Massachusetts  as  a  broker- 
dealer  to  regulate  securities,  we  would  check  it  in  the  computer 
system,  and  we  would  know  of  any  disciplinary  action  anywhere  in 
the  country.  Oftentimes,  people  get  a  speeding  ticket  in  one  State, 
and  it  comes  up  in  the  computer  in  another  State,  and  it  is  inter- 
esting that  we  don't  seem  to  have  the  ability  to  keep  track  of  doc- 
tors and  actions  that  they  have  had. 

But  if  you  could  give  me  some  additional  information  on  that,  I 
am  going  to  have  a  staff  member  talk  to  you  afterward,  and  I 
would  like  to  pursue  that  with  Massachusetts  officials. 

Thank  you,  Mr.  Chairman. 

Chairman  Wyden.  Thank  you.  I  thank  my  colleague. 
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Let  me  see  if  I  can  get  out  what  seems  to  me  to  be  the  heart  of 
the  concern  for  you  all,  the  Bennetts  and  the  Millers.  As  I  under- 
stand, what  you  all  have  told  us  is  that  you  think  the  person  who 
is  in  the  best  position  to  advocate  for  the  patient  is  you  and  your 
family,  but  the  people  who  have  the  information  won't  give  it  to 
you. 

Essentially,  these  medical  authorities  won't  give  it  to  you  so  that, 
in  effect,  you  are  denied  any  real  choice  and  any  opportunity  to  do 
what  you  want  to  do  most,  which  is  make  your  own  informed  judg- 
ment. Is  that  correct? 

Mrs.  Miller.  Exactly. 

Mr.  Bennett.  That  is  correct. 

Chairman  Wyden.  All  right.  Mrs.  Bennett,  as  I  understand  what 
you  told  my  colleague,  Mr.  Combest,  and  that  was  a  very  thought- 
ful answer,  what  you  are  most  interested  in  is  the  kind  of  pattern 
that  emerges  from  the  information  about  a  provider. 

You  would  recognize  that  a  preliminary  investigation  about  a 
provider  or  a  charge  on  the  part  of  some  plaintiff  isn't  really  neces- 
sarily determinative  that  that  provider  is  a  bad  physician,  but 
what  you  are  most  interested  in  is  knowing  about  multiple  cases 
and  very  serious  kinds  of  infractions  so  you  could  sense  that  there 
would  be  a  pattern  that  would  be  relevant  for  you  all. 

Is  that  right? 

Mrs.  Bennett.  Exactly.  I  think  what  I  would  look  at  is  the 
number  of  cases  and  the  number  of  years.  If  I  saw  one  in  1960  and 
then  another  one  in  1982,  no;  I  wouldn't  be  overly  concerned.  I 
would  be  somewhat  concerned,  check  into  it,  and  I  think  I  would 
even  have  the  right  to  ask  the  doctor  about  the  situation. 

I  also,  though,  have  been  stung.  I  know  now  that  doctors  do  lie  to 
you  when  you  ask  questions,  so  I  would  maybe  go  a  little  further, 
but  I  wouldn't  be  overly  concerned. 

Chairman  Wyden.  Given  the  fact  that  this  matter  of  a  pattern  of 
information  or  serious  infractions  is  what  you  are  most  interested 
in,  what  would  be  your  response  to  some  of  those  who  have  been 
fighting  the  efforts  to  open  up  the  data  bank  because  you  would  be 
confused,  and  that  you  would  not  be  able  to  understand  this  kind 
of  information,  and  that,  as  a  result  of  your  being  so  confused,  it 
should  be  denied  to  you. 

If  anything,  it  strikes  me  that  you  are  in  a  kind  of  confused  state 
when  you  don't  get  information.  I  have  always  been  a  little  bewil- 
dered at  the  logic  behind  this  argument,  but  what  would  you  say, 
Mrs.  Miller,  to  the  idea  that  patients  and  families  like  yourselves 
ought  to  be  denied  this  information  because  somehow  you  wouldn't 
understand  it. 

Mrs.  Miller.  There  may  be  people  out  there  who  wouldn't  under- 
stand it.  We  are  not  all  ignorant.  If  I  don't  understand  something,  I 
could  go  to  a  doctor  and  ask,  please  explain  this  to  me,  and  where 
do  I  go  from  here.  Right  now,  we  have  very  few  doctors  who  will 
testify  against  one  another.  We  were  fortunate. 

We  had  three  doctors  testify  on  our  behalf  against  Dr.  Weber.  I 
may  not  understand  everything  that  is  in  the  national  data  bank 
but,  like  Mrs.  Bennett  says,  let  us  make  our  own  decision.  Going  to 
see  a  doctor  is  greatly  a  matter  of  subjectivity.  You  have  to  feel 
comfortable  with  this  person.  He  may  be  a  fabulous  doctor,  and  if 
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you  don't  feel  comfortable  with  him,  you  are  not  going  to  want  to 
go  to  him. 

Chairman  Wyden.  You  are  just  being  too  logical.  You  can't  let 
all  this  logic  break  out  over  Federal  policy  on  a  regular  basis.  I 
think  your  point  of  knowing  when  to  ask  is  absolutely  one  of  the 
keys  here.  In  fact,  one  of  the  things  that  I  am  going  to  be  pursuing 
as  part  of  my  effort  to  open  up  the  national  practitioner  data  bank 
is  the  idea  that  an  explanatory  booklet  would  be  issued  by  the  Fed- 
eral Government  so  that  not  only  would  people  be  able  to  have 
access  to  this  kind  of  pattern  of  information  that  Mrs.  Bennett  has 
been  describing,  but  also  that  there  could  be  a  booklet  in  language 
resembling  English  that  would  be  given  to  patients  and  the  fami- 
lies so  they  could  get  explanatory  material  about  what  the  informa- 
tion in  the  data  bank  meant. 

A  couple  of  other  questions  for  you.  I  am  curious  about  what  you 
think  of  hospitals  and  State  agencies  cutting  deals  with  these  phy- 
sicians to  just  let  this  kind  of  information  either  go  or  slide  to  the 
side  and  somehow  not  get  out,  because  that  seems  to  have  been  rel- 
evant to  both  of  your  situations.  What  is  your  reaction? 

Mrs.  Bennett.  Totally  frustrating.  I  think  maybe  that  has  been 
the  most  frustrating.  We  understand  we  have  a  serious  situation — 
a  doctor,  a  bad  doctor.  I  mean,  we  know  he  is  a  bad  doctor.  We 
can't  do  anything  about  it.  We  can't  make  him  a  good  doctor  at 
this  point,  but  we  can  make  sure  that  he  doesn't  hurt  anybody,  and 
that  is  where  we  feel  there  is  nothing  being  done. 

We  have  tried  writing  letters.  When  you  said  getting  information 
from  the  data  bank,  we  are  not  getting  that  choice,  but  we  have 
also  been  trusting  people  to  monitor  these  doctors,  and  they  are  not 
doing  a  good  job.  We,  in  our  situation,  wrote  complaints  and  noth- 
ing was  done,  and  only  through  legal  services  could  we  get  infor- 
mation from  the  hospital.  All  that  information  was  blocked  from 
us. 

I  guess  our  emotion  is  total  frustration,  total  dismay  that  many 
times  we  are  blamed.  Like  I  said,  the  prosecutors  said,  if  you 
hadn't  gone  ahead  and  sent  letters  to  Texas,  he  would  be  gone.  It  is 
like,  why  are  these  agencies  all  working  within  their  own  State? 
Why  aren't  we  looking  at  it  as  a  national  problem?  Why  is  it  that  a 
doctor  can  go  from  one  State  to  another  and  start  the  whole  hor- 
rendous episodes  again? 

Chairman  Wyden.  Well,  there  is  a  little  frustration  on  this  side 
of  the  dais,  too,  Mrs.  Bennett,  because  I  have  the  data  bank  infor- 
mation sheets  on  the  physicians  that  you  all  have  been  discussing, 
and  the  fact  that  I  can't  give  them  to  you  or  make  them  available 
to  other  consumers  is  pretty  frustrating  up  on  this  side  of  the  dais, 
too.  I  appreciate  your  answer. 

Mrs.  Miller,  did  you  want  to  add  anything? 

Mrs.  Miller.  We  are  very  upset  to  find  out  that  the  hospital  in 
our  community  knew  about  Dr.  Weber's  former  charges,  because 
we  live  in  such  a  small  town.  We  know  a  good  number  of  the  doc- 
tors personally.  My  family,  most  of  my  family,  at  one  time  or  an- 
other has  in  one  capacity  or  another  worked  in  this  hospital,  and 
they  allowed  him  to  have  privileges  there. 

We  are  told  afterward  that  there  is  no  liability  on  the  hospital's 
part  because  he  wasn't  technically  employed  by  them.   He  had 
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privileges  in  the  hospital.  He  was  not  on  their  staff.  So,  they  al- 
lowed him  to  work.  Yet,  we  can't  do  anything  to  them.  They  just 
wash  their  hands  of  it  and  say,  well,  we  are  sorry  this  happened. 

Chairman  Wyden.  So,  as  I  understand  your  situation,  Mrs. 
Miller,  the  problem  that  you  described  to  the  subcommittee  was,  in 
effect,  an  outpatient  surgery,  was  it  not? 

Mrs.  Miller.  Correct.  That  was  done  in  his  private  office. 

Chairman  Wyden.  This  subcommittee  has  always  been  concerned 
about  the  lack  of  oversight  and  peer  review  of  a  lot  of  these  outpa- 
tient surgeries,  and  we  are  hopeful  to  get  some  oversight  and  some 
accountability  for  that  fast-growing  area  in  health  care  as  well  as 
part  of  health  reform. 

A  question  for  you,  Ms.  Perez,  if  I  might.  I  think  anyone  listen- 
ing to  your  situation  being  told  as  a  patient  you  can't  get  access  to 
the  person  who  is  going  to  make  the  decision  whether  you  get  the 
service,  anyone  who  heard  that  would  be  angry  about  health  care 
in  America. 

I  am  curious  when  they  approached  you  about  joining  this  plan, 
did  they  lead  you  to  believe  that  people  would  give  you  access  to 
that  kind  of  information? 

Ms.  Perez.  They  didn't  really  tell  you  much.  What  they  do  is 
they  try  to  tell  you  that  it  is  better  than  what  the  Government  will 
give  you.  When  you  go  to  an  HMO,  they  tell  you  all  the  benefits, 
like  when  you  are  in  a  regular  Medicaid  Program  and  you  are  over 
21,  you  don't  have  as  many  dental  benefits  or  you  have  to  pay,  and 
when  you  go  on  their  HMO,  they  pay  for  things  that  are  not  cov- 
ered with  the  regular  Medicaid. 

But  they  don't  tell  you  all  the  problems  that  happen.  For  exam- 
ple, if  you  get  out  of  work  at  5  o'clock,  where  do  you  go? 

Chairman  Wyden.  I  am  sure  they  didn't  volunteer  when  they 
were  selling  you  the  policy  that,  if  you  called,  they  would  tell  you 
it  was  none  of  your  business.  But  I  gather  that  you  thought  the 
service  would  be  covered,  and  you  were  led  to  believe  that  this  par- 
ticular service  would  be  covered,  and  it  would  be  something  avail- 
able to  your  family;  is  that  correct? 

Ms.  Perez.  Right. 

Chairman  Wyden.  The  other  question  that  I  had  for  you,  Mrs. 
Perez,  and  the  Millers,  and  the  Bennetts,  is  as  part  of  health 
reform,  there  is  a  great  deal  of  discussion  now  about  exactly  what 
the  array  of  choices  ought  to  be  for  consumers,  and  how  do  you  bal- 
ance that  with  everyone's  desire  to  hold  down  costs? 

Would  you  all  be  satisfied  with  health  care  reform  legislation  if 
you  were  given  a  once-a-year  choice  between  various  kinds  of 
health  insurance,  programs  like  health  maintenance  organizations, 
or  do  you  want  more  information  than  that,  such  as  malpractice 
and  quality  information  on  individuals  who  are  part  of  these  plans? 

Mrs.  Bennett. 

Mrs.  Bennett.  I  think  I  would  like  the  information,  as  much  in- 
formation as  I  possibly  could  get.  Again,  I  would  be  willing  to 
gather  that  information  if  they  would  give  that  information  to  me. 

Chairman  Wyden.  Mrs.  Miller. 

Mrs.  Miller.  I  agree  100  percent  with  Avis,  and  I  think  that  it 
has  become  apparent  to  me  that  you  cannot  take  a  doctor's  word  as 
gospel  the  way  a  lot  of  us  have  been  brought  up  to  believe.  You 
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have  to  learn  to  ask  questions,  and  this  is  something  that  only  you 
can  do.  When  you  want  to  find  out  about  a  physician,  it  is  so  im- 
portant that  the  information  is  accessible  to  us  so  that  we  can 
make  these  choices. 

Chairman  Wyden.  Ms.  Perez,  what  are  your  thoughts  in  terms  of 
health  reform?  Is  it  enough  to  you  that  you  get  a  once-a-year 
choice  about  your  plan  or  do  you  want  to  know  about  what  it  is 
you  are  getting? 

Ms.  Perez.  I  think  I  would  rather  know  about  what  I  am  getting. 
In  my  case,  I  also  lost  a  child.  The  doctor  did  determine  I  was  4 
months  pregnant,  and  they  sent  me  home,  and  they  told  me  there 
was  nothing  at  all  wrong  with  me,  and  I  ended  up  losing  the  baby 
while  I  was  walking  across  the  street  from  the  hospital,  because  I 
did  not  know  for  sure  if  I  was  pregnant  or  not. 

By  then,  before  the  blood  tests  were  even  done  on  me,  they  told 
me  I  wasn't  pregnant,  and  just  sent  me  home.  I  lost  my  job,  also, 
because  I  didn't  think  to  find  out  a  little  bit  more  about  the  HMO 
that  I  was  going  into.  When  you  do  call  them,  they  don't  give  you 
any  information.  So,  I  think  information  is  more  important. 

Chairman  Wyden.  Dr.  White,  you  mentioned  one  of  the  models 
that  this  subcommittee  has  been  looking  at,  the  point  of  service 
health  maintenance  organization,  where,  in  effect,  you  can  get  out- 
side of  the  organization  by  paying  a  little  bit  more.  The  good  ones 
find  that  patients  usually  don't  feel  that  they  have  to  get  out  of  the 
organization,  because  that  point  of  service  feature  tends  to  keep 
the  organization  more  on  its  toes  so  they  give  consumers  good  care 
while  holding  the  prices  down. 

Are  there  any  other  models  that  you  could  commend  to  the  sub- 
committee that  would  allow  for  the  balance  between  good  quality, 
cost  containment,  and  choice? 

Dr.  White.  There  really  aren't  any  others  that  I  am  aware  of.  I 
think  the  point  of  service  option  is  an  excellent  one  for  a  patient 
with  a  rare  disorder,  and  again,  that  is  10  percent  of  us.  I  am  horri- 
fied by  the  examples  I  have  heard  this  morning.  I  still  have  a  great 
deal  of  faith  in  the  medical  profession. 

I  think  there  are  many  doctors  who  are  practicing  excellent  med- 
icine in  the  hospitals  where  they  are  credentialed  where  the 
HMO's  do  look  carefully  into  those  records.  Unfortunately,  that 
doesn't  appear  to  be  the  case  from  this  morning  and  from  what  we 
have  heard.  I  still  have  a  great  faith  in  our  profession. 

I  think  for  the  patient,  and  there  are  25  million  Americans  who 
have  a  rare  disorder,  this  point  of  service  option  is  an  excellent  one 
because  that  would  allow  them  then  to  seek  out  an  area  of  excel- 
lence where  there  are  a  group  of  doctors  and  nurses  seeing  patients 
with  special  situations. 

Now,  if  the  point  of  service  is  such,  though,  that  they  are  ending 
up  paying  half  the  bill,  and  if  they  are  paying  the  large  bills  that 
some  of  our  medical  centers  generate,  then  that  really  isn't  much 
choice  for  those  patients.  So,  I  think  if  we  go  to  that  option,  we 
have  to  make  it  a  small  financial  increase  over  the  standard  90 
percent  of  patients  who  would  have  access  to  the  regular  amounts 
paid  to  an  HMO  or  other  health  maintenance  organization,  but  I 
think  the  point  of  service  is  the  best  option. 
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Chairman  Wyden.  Let  me  tell  you  two  things  before  you  all  are 
excused.  First,  I  think  the  accounts  that  you  have  given  us  repre- 
sent what  is  on  the  mind  of  millions  of  Americans  as  Congress 
begins  to  get  into  this  national  health  reform  debate. 

I  am  absolutely  convinced  citizens  of  our  country  do  not  want  to 
delegate  the  right  to  choose  the  medical  provider  that  is  best  for 
them  to  some  unknown,  unseen  kind  of  health  care  organization, 
and  I  think  what  you  all  have  done  is  put  in  very  clear  terms  what 
happens  when  people  don't  have  sufficient  information  to  choose, 
and  it  has  been  exceptionally  helpful. 

I  also  want  to  leave  you  with  a  judgment  about  what  Dr.  White 
has  said  and  something  I  feel  very  strongly  about.  The  vast  majori- 
ty of  physicians  and  medical  providers  in  this  country  are  honest, 
decent,  and  caring.  There  is  absolutely  no  question  about  it.  One  of 
the  reasons  we  are  going  forward  with  this  effort  to  open  up  the 
data  bank  is  that  I  think  it  does  a  disservice  to  the  majority  of  doc- 
tors who  work  so  hard  and  care  so  much  for  the  Government  to 
keep  covering  up  for  that  minority  of  their  peers,  who  are  causing 
the  kinds  of  problems  that  you  all  have  described,  as  they  leap 
from  State  to  State  constantly  circumventing  appropriate  medical 
authorities. 

You  have  done  a  great  service  in  coming  today.  I  think  you  speak 
for  millions  of  our  citizens  as  you  call  for  the  right  of  access  to  in- 
formation in  the  data  bank,  the  right  to  choose  medical  providers 
in  a  responsible  way,  and  we  thank  you  for  the  service  that  you 
performed.  I  know  we  are  going  to  be  talking  to  you  in  the  days 
ahead.  We  will  excuse  you  at  this  time. 

Chairman  Wyden.  Our  next  panel  is  Martin  Schneider,  publisher 
of  Health  Pages,  New  York,  New  York;  Dr.  Edward  Hannan,  Ph.D., 
consultant  to  the  New  York  State  Health  Department,  Albany, 
New  York;  Mr.  Ernie  Sessa,  executive  director,  Pennsylvania 
Health  Care  Cost  Containment  Council,  Harrisburg,  Pennsylvania; 
and  William  Mohlenbrock,  M.D.,  medical  director,  lameter.  Inc., 
San  Mateo,  California. 

Let  us  ask  our  guests  if  they  could  quietly  take  their  seats,  and 
we  will  be  able  to  continue  what  is  sure  to  be  a  lengthy  hearing. 

Mr.  Schneider,  Dr.  Hannan,  Dr.  Mohlenbrock,  and  Mr.  Sessa,  we 
welcome  all  of  you.  It  is  the  practice  of  this  subcommittee  to  swear 
all  the  witnesses  who  come  before  the  subcommittee.  Do  any  of  you 
have  any  objection  to  being  sworn  as  a  witness? 

Please  rise  and  raise  your  right  hand. 

[Witnesses  sworn.] 

Chairman  Wyden.  Gentlemen,  we  are  going  to  put  your  prepared 
statements  into  the  record  in  their  entirety.  We  have  said  on  a 
number  of  occasions  that  we  know  that  everyone  is  almost  congeni- 
tally  compelled  to  read  their  statements  when  they  come  to  the 
Congress,  but  we  will  put  your  statement  in  the  record.  If  you 
could  just  take  5  minutes  or  so  to  summarize  your  principal  con- 
cerns and  talk  to  us,  that  would  be  very  helpful. 

Let's  begin  with  you,  Mr.  Schneider.  Welcome. 
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TESTIMONY  OF  MARTIN  SCHNEIDER,  PUBLISHER,  HEALTH 

PAGES 

Mr.  Schneider.  Thank  you.  Good  morning  and  thank  you  for  the 
opportunity  to  testify  before  this  committee.  My  name  is  Martin 
Schneider,  and  I  am  the  pubUsher  of  Health  Pages,  a  magazine 
that  provides  detailed,  provider-specific  information  to  help  con- 
sumers make  informed  health  care  decisions. 

Let  me  give  you  some  examples  of  the  type  of  information.  A 
recent  issue  in  Wisconsin  informed  readers  that  one  local  doctor 
charges  $2,500  for  maternity  services  while  another  charges  only 
$1,250  for  those  same  services. 

One  area  hospital  has  a  caesarean  section  rate  of  21  percent 
while  another  has  a  rate  of  only  10  percent.  The  purpose  of  dis- 
seminating this  information  is  to  change  health  care  patients  into 
health  care  consumers  and  to  provide  incentives  for  health  care 
providers  to  improve  the  quality  of  their  care. 

I  started  a  health  care  management  firm,  7  years  ago,  which  set 
up  and  operated  medical  facilities  including  x-ray  centers,  laborato- 
ries, and  home  care  companies.  My  previous  business  training  did 
not  prepare  me  for  the  lack  of  competition  I  found  in  my  corner  of 
the  health  care  system. 

As  long  as  our  services  were  adequate,  patients  and  referring 
physicians  never  asked  us  the  most  important  questions  like  what 
was  the  quality  of  the  service  we  were  selling  and  at  what  price 
were  we  selling  it?  No  one  asked  about  the  quality  or  age  of  the 
equipment,  the  training  of  the  technicians,  or  the  backgrounds  and 
experience  of  the  physicians  who  worked  in  the  facilities. 

Because  there  was  no  flow  of  basic  information  to  our  consumers, 
there  was  no  incentive  for  us  to  offer  the  highest  quality  services  at 
the  lowest  price.  This  experience  demonstrated  to  me  that  the  free 
flow  of  information  was  crucial  to  any  competitive  system  and,  in 
the  case  of  health  care,  would  dramatically  improve  both  the  qual- 
ity and  efficiency  of  the  U.S.  health  care  system. 

The  health  care  information  is  in  its  infancy,  and  it  has  regretta- 
bly been  controlled  and  stymied  by  the  providers  themselves. 
Knowledge  is  power  and  the  providers  well  understand  this  fact. 
When  people  pay  for  health  care  or  any  service,  they  have  a  right 
to  know  what  they  are  getting. 

The  seller  of  the  service  should  no  longer  be  dictating  the  terms 
of  this  transaction.  For  patients  to  become  consumers,  they  must 
have  access  to  information  which  highlights  the  price  and  quality 
differences  between  physicians,  between  hospitals,  and  between 
health  care  plans. 

While  individuals  have  traditionally  understood  that  there  are 
differences  in  such  characteristics,  like  bedside  manner,  few  under- 
stand that  there  are  significant  differences  in  clinical  approach, 
medical  outcomes,  and  cost  of  service.  All  providers'  services  and 
prices  are  not  alike.  Higher  prices  do  not  mean  higher  quality. 

Once  consumers  accept  that  there  are  differences  in  medical 
practice  and  approach,  they  will  want  to  know  more  about  the  phy- 
sicians and  hospitals  they  use.  For  managed  care  plans,  consumers 
will  want  to  know  about  each  plan's  performance,  how  doctors  are 
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selected,  how  the  plan  assures  doctors'  performance,  and  how  well 
the  plan  meets  its  enrollees'  needs. 

As  this  type  of  information  becomes  more  widely  available 
through  publications  like  Health  Pages,  consumers  will  in  turn 
demand  even  more  comprehensive  information  on  their  health  care 
providers.  Unfortunately,  comparative  information  about  providers 
or  plans  is  not  publicly  available  or  simply  not  available  at  all. 

Today,  there  are  only  37  States  that  mandate  the  collection  of 
health  care  data  and,  out  of  these,  only  3  States,  Wisconsin,  Arizo- 
na, and  North  Carolina,  allow  for  the  release  of  physician  specific 
data. 

Let  me  describe  an  example  of  how  information  properly  gath- 
ered and  widely  distributed  can  immediately  improve  the  quality  of 
care,  decrease  health  care  costs,  and  turn  patients  into  consumers. 

A  caesarean  section  is  the  most  common  operation  in  the  United 
States  and  currently  occurs  in  24  percent,  or  nearly  one  out  of 
every  four  deliveries.  This  past  April,  the  Centers  for  Disease  Con- 
trol and  Prevention  reported  that  the  medically  appropriate  rate 
should  be  15  percent  rather  than  the  24  percent  that  exists  today. 
If  this  rate  was  achieved  nationally,  there  would  be  350,000  fewer 
caesareans  a  year  and  an  annual  savings  of  over  $1  billion.  Reduc- 
ing the  number  of  caesareans  sounds  like  a  worthwhile  goal  to  im- 
prove the  quality  of  care  and  save  billions  of  dollars  at  the  same 
time. 

Let  me  suggest  a  way  that  collecting  and  disseminating  con- 
sumer information  can  accomplish  this  goal.  Various  States  have 
mandated  that  hospital  C-section  rates  be  made  available  to  the 
public.  This  information  is  not  terribly  useful  because  people  gener- 
ally do  not  choose  a  hospital  for  maternity  services.  They  choose  a 
doctor.  A  more  appropriate  set  of  data  would  be  caesarean  section 
rates  for  individual  doctors. 

In  the  Wisconsin  issue  of  Health  Pages,  individual  physical  C- 
section  rates  were  published  for  the  first  time  ever  in  this  country. 
I  have  been  told  by  many  doctors  and  several  hospital  medical  di- 
rectors, that  if  obstetricians  know  that  C-section  rates  will  be  pub- 
lished on  a  regular  basis,  many  unnecessary  C-sections  will  no 
longer  be  performed. 

Maternity  services  are  an  extremely  common  and  highly  visible 
medical  service.  This  committee  may  want  to  consider  sponsoring 
legislation  that  would  mandate  the  public  availability  of  physician 
specific  C-section  rates  just  as  Representative  Wyden  successfully 
sponsored  legislation  that  required  that  infertility  clinics  release 
their  success  rates.  The  results  of  such  C-section  legislation  would 
demonstrate  differences  between  providers,  engage  consumers,  es- 
tablish physician  accountability,  and  lower  health  care  costs. 

Critics  claim  that  Americans  are  not  smart  enough  to  make  their 
own  decisions  about  health  care.  These  critics  underestimate  the 
American  public  and  the  power  of  information.  Protecting  people 
from  information  is  not  the  Democratic  American  way.  Arming 
consumers  with  information  and  helping  them  to  protect  them- 
selves is  the  American  way,  and  is  critical  to  a  more  efficient 
health  care  delivery  system. 
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Thank  you  for  the  opportunity  to  testify  before  you  this  morning, 
and  I  look  forward  to  answering  any  questions  or  providing  any  ad- 
ditional information  you  may  need. 

[Mr.  Schneider's  statement,  with  attachment,  may  be  found  in 
the  appendix.] 

Chairman  Wyden.  Mr.  Schneider,  thank  you  very  much  for  ex- 
cellent testimony.  We  will  have  some  questions,  I  know,  in  a 
moment. 

Dr.  Hannan,  welcome. 

TESTIMONY  OF  EDWARD  HANNAN,  PH.D.,  CONSULTANT,  THE  NEW 
YORK  STATE  HEALTH  DEPARTMENT 

Dr.  Hannan.  Thank  you  very  much  for  the  opportunity  to  testify 
this  morning.  My  name  is  Edward  Hannan.  I  am  professor  of 
health  policy  and  professor  of  biostatistics  at  State  University  of 
New  York  at  Albany,  and  I  am  a  consultant  to  the  New  York  State 
Health  Department.  I  have  been  the  director  of  the  research  and 
analysis  of  New  York's  innovative  cardiac  surgery  program  since 
its  inception  in  late  1988. 

Prior  to  that  time.  New  York  State  had  convened  a  Cardiac  Advi- 
sory Committee  for  approximately  two  decades  and  the  purpose  of 
the  advisory  committee  was  to  help  the  New  York  State  Health  De- 
partment make  decisions  on  the  quality  of  cardiac  surgery  and  an- 
gioplasty, to  monitor  the  appropriateness  of  surgery,  and  to  investi- 
gate issues  related  to  the  control  of  cardiovascular  disease. 

For  those  two  decades,  information  that  was  available  to  the 
committee  and  to  the  State  Health  Department  consisted  primarily 
of  aggregate  information  provided  to  the  Department  from  each 
hospital  which  contained  the  number  of  procedures  performed,  the 
number  of  deaths,  and  the  number  of  complications  et  cetera. 

It  came  to  the  attention  of  the  Health  Department  and  the  Car- 
diac Advisory  Committee  during  that  period  of  time  that  there 
were  huge  differences  in  mortality  rates  and  complication  rates. 
These  differences  were  attributed  by  the  hospitals  to  differences  in 
the  mix  of  patients  who  received  surgery  at  the  hospitals. 

Finally,  after  15  or  20  years  of  this,  the  Health  Department  and 
the  Cardiac  Advisory  Committee  decided  that  the  issue  needed  to 
be  investigated  in  more  detail  and  decided  to  develop  a  surgery 
system  whereby  detailed  information  on  each  case  w£is  provided  to 
the  committee  and  to  the  Health  Department.  This  information 
would  contain  risk  factors  of  all  the  patients,  demographic  informa- 
tion, and  discharge  information  concerning  whether  the  patient 
lived  or  died,  and  various  complications  surrounding  the  cardiac 
surgery. 

The  major  purpose  of  this  registry,  which  was  first  initiated  on 
January  1,  1989,  were,  first  of  all,  to  provide  information  to  hospi- 
tals in  the  State  that  would  aid  them  in  assessing  and  improving 
their  quality  of  care;  second,  to  assist  the  New  York  State  Health 
Department  in  assuring  quality  of  care  among  the  hospitals  priori- 
tizing site  visits  and  determining  which  hospitals  should  receive 
further  scrutiny;  and  third,  to  provide  information  for  consumers 
that  would  enable  them  to  select  providers  of  cardiac  surgery. 
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The  main  aspect  of  cardiac  surgery  which  has  been  concentrated 
on  in  this  period,  because  it  comprises  more  than  75  percent  of  all 
cardiac  surgery,  has  been  coronary  artery  bypass  surgery. 

The  Department  of  Health  has  used  information  on  coronary 
artery  bypass  surgery  to  develop  a  statistical  model  that  would  pre- 
dict the  probability  of  a  patient  dying  in  the  hospital  as  a  function 
of  the  risk  factors  of  that  patient  and  then  applying  that  statistical 
model  to  the  assessment  of  various  providers  of  cardiac  surgery, 
both  hospitals  and  surgeons. 

Data  from  the  system  provides  the  foundation  upon  which  many 
quality  improvement  activities  are  based.  Hospitals,  at  which 
bypass  surgery  is  performed,  receive  data  on  a  regular  basis  from 
the  Health  Department  in  which  their  actual  mortality  rates  and 
their  risk  adjusted  mortality  rates  are  reported  to  the  hospitals, 
and  examinations  of  this  information  have  led  to  marked  improve- 
ments in  the  rates  of  mortality  at  the  hospitals  in  New  York  State. 

Furthermore,  the  department  provides  each  hospital  with  a  com- 
puted diskette  which  contains  a  list  of  preoperative  risk  factors  for 
bypass  surgery  which  are  significantly  related  to  inpatient  mortali- 
ty, and  the  users  are  able  to  use  that  diskette  for  any  given  patient 
to  predict  that  patient's  probability  of  dying  in  hospital.  So,  one  of 
the  purposes  for  which  this  is  used  is  to  assess  the  appropriateness 
of  surgery  for  various  patients. 

Also  guided  by  the  Cardiac  Advisory  Committee,  the  New  York 
State  Department  of  Health  uses  these  data  to  assess  specific  qual- 
ity improvement  interventions  in  hospitals  with  the  highest  risk 
adjusted  mortality  rates.  These  interventions  have  included  site 
visits,  comprehensive  consultations,  and  placing  some  programs  on 
a  period  of  probation  until  recommended  changes  are  instituted  to 
improve  the  quality  of  care. 

With  regard  to  consumer  information  for  bypass  surgery,  the 
health  department  has  publicly  released  information  by  a  provider 
on  the  volumes  of  cases  performed,  the  actual  mortality  rates,  and 
the  risk  adjusted  mortality  rates  as  well  as  identifying  which  hospi- 
tals have  significantly  higher  or  lower  mortality  rates  than  expect- 
ed. The  hospital-specific  information  has  been  released  since  1990 
on  an  annual  basis  and  the  surgeon-specific  results  have  been  re- 
leased since  1991. 

There  was  a  reference  earlier  about  the  surgeon-specific  release. 
The  history  on  that  surgeon-specific  release  is  that  in  1991  the  New 
York  State  Health  Department  decided  not  to  release  the  surgeon- 
specific  information  because  so  little  information  was  available  at 
that  time  in  terms  of  the  volumes  performed  by  each  of  the  sur- 
geons. The  Department  of  Health  was  sued  by  Newsday  and  forced 
to  release  the  information  under  the  Freedom  of  Information  Act. 

Since  1991,  the  New  York  State  Health  Department  has  proacti- 
vely  released  this  information  on  a  3-year  basis  so  that  the  volumes 
for  each  surgeon  are  large  enough  to  be  meaningful  in  terms  of 
predicting  future  performance.  The  Department  of  Health  are  now 
releasing  information  for  surgeons  on  an  aggregate  3-year  basis 
and  releasing  information  for  hospitals  both  on  a  1-  and  3-year 
basis. 

The  particular  information  that  is  released  is  part  of  the  written 
testimony  here,  and  I  will  be  pleased  to  answer  any  questions 
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about  this  in  more  detail,  but  essentially  what  you  will  see  for  each 
hospital  and  each  surgeon  in  a  hospital,  are  the  number  of  pa- 
tients, the  actual  mortality  rate,  the  expected  mortality  rate,  which 
is  a  function  of  how  difficult  the  caseload  is  for  the  hospital  and 
the  surgeon,  and  the  risk  adjusted  rate  which  essentially  irons  out 
differences  in  severity  of  illness  and  rates  hospitals  and  surgeons 
as  if  they  had  a  case  mix  that  was  identical  to  one  another. 

We  believe  that  this  quality  improvement  program,  based  on  the 
collection  and  dissemination  of  risk-adjusted  mortality  data,  has 
played  a  significant  role  in  improving  the  performance  of  this  pro- 
cedure over  the  past  3  years  in  New  York  State. 

As  evidence  of  that  fact,  the  mortality  rate,  which  was  initially 
3.52  percent  in  1989,  has  decreased  to  3.14  in  1990,  to  3.08  percent 
in  1991,  and  to  2.72  percent  in  1992.  Thus,  the  rate  has  decreased 
steadily  over  the  4-year  period  of  time. 

The  total  decrease  over  this  period  is  23  percent.  This  decrease 
has  been  achieved  despite  the  fact  that  the  average  severity  of  ill- 
ness of  patients  undergoing  surgery  in  the  State  has  decreased  over 
that  4-year  period.  The  actual  decrease  in  risk-adjusted  mortality 
rates  over  the  3  years  is  a  decrease  of  36  percent. 

In  1991,  the  New  York  State  Department  of  Health  has  institut- 
ed a  similar  program  in  coronary  angioplasty,  and  efforts  have  al- 
ready begun  to  collect  data  related  to  the  care  of  trauma  patients 
and  neonatal  intensive  care  patients  in  preparation  for  assessment 
of  provider  outcomes. 

Thank  you. 

[Dr.  Hannan's  statement,  with  attachment,  may  be  found  in  the 
appendix.] 

Chairman  Wyden.  Doctor,  thank  you.  That  was  very  helpful  tes- 
timony. 

That  reduction  figure  you  gave  for  1992,  what  was  that  again? 

Dr.  Hannan.  Between  1989  and  1992  the  reduction  is  23  percent 
in  crude  mortality  rates,  not  taking  into  account  the  risk  adjust- 
ment. If  you  look  at  the  fact  that  the  severity  of  the  patients  has 
increased  over  time,  probably  due  to  the  fact  that  angioplasty  has 
taken  patients  from  the  lower  end  risk  of  bypass  surgery,  it  has 
gone  down  by  36  percent  in  just  3  years. 

Chairman  Wyden.  We  will  have  some  questions  in  a  moment.  I 
was  not  sure  I  w£is  hearing  right.  We  know  that  access  to  informa- 
tion can  make  a  difference  but  that  is  really  extraordinary. 

Let's  go  now  to  Dr.  Mohlenbrock.  I  am  compelled  to  say  we  will 
have  to  keep  you  all  to  5  minutes.  We  will  make  your  prepared 
statements  a  part  of  the  record. 

TESTIMONY  OF  WILLIAM  MOHLENBROCK,  M.D.,  CO-FOUNDER 
AND  MEDICAL  DIRECTOR,  lAMETER,  INC. 

Dr.  Mohlenbrock.  Thank  you,  Mr.  Chairman. 

Let  me  introduce  myself  by  saying  I  am  a  practicing  orthopedic 
surgeon,  though  I  am  spending  more  time  in  the  office  and  less  in 
the  operating  room  these  days  because  of  my  commitment  to  the 
efforts  that  you  are  talking  about. 

my  partner  and  I  started  an  organization  called  lAMETER  10 
years  ago.  We  are  two  physicians  who  are  convinced  that  good  doc- 
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tors  given  good  data  will  quickly  modify  their  behavior  toward 
higher  levels  of  both  quality  and  efficiency. 

We  are  dedicated  to  assisting  in  physician  behavior  modification 
by  giving  physicians  better  tools  and  techniques  so  they  can  identi- 
fy the  variations  in  the  way  they  practice  on  an  internal  basis  from 
which  they  can  begin  to  modify  their  behavior  and  start  to  im- 
prove. 

There  are  two  issues  we  are  really  dealing  with  here,  at  least  at 
this  committee  level.  First,  what  is  medically  meaningful  data  that 
needs  to  be  gotten  out  to  the  public  for  those  of  us  who  are  consum- 
ers and  providers,  and  second,  the  issue  of  clinical  reliability,  as  we 
have  just  heard  from  the  State  of  New  York. 

We,  as  an  organization,  are  absolutely  dedicated  to  giving  more 
information,  both  to  physicians  and  to  consumers.  In  our  process, 
we  take  information  from  a  hospital,  and  we  severity  adjust  the 
data  that  has  been  collected  in  the  medical  record  so  that  we  can 
show  each  physician  the  economic  and  the  quality  ramifications  of 
their  ordering  pen.  The  physician's  ordering  pen  is  the  most  expen- 
sive medical  device  in  the  hospital  because  through  that  ordering 
pen  we  physicians  control  how  many  tests  and  treatments  are  con- 
sumed. 

Chairman  Wyden.  It  looks  like  a  Bic  but  it  costs  quite  a  bit 
more.  Is  that  what  you  are  saying? 

Dr.  MoHLENBROCK.  Exactly,  to  say  the  least.  We  take  this  infor- 
mation to  physicians  down  to  the  medical  and  surgical  service 
levels,  the  orthopods,  the  cardiologists,  the  orthopedic  surgeons,  the 
cardiac  surgeons,  and  we  effect  physician  behavior  modification  by 
facilitating  open  discussions  which  affect  practice  changes. 

We  have  been  at  this  now  for  10  years,  using  a  continuous  qual- 
ity improvement  process.  We  take  the  clinical,  patient-level  infor- 
mation to  the  doctors  so  that  they  can  talk  among  themselves  and 
reason  together  as  to  how  they  can  reduce  variation  and  improve 
their  outcomes. 

The  definition  of  "quality"  has  been  well  defined.  Actually,  the 
Congressional  Office  of  Technology  Assessment  and  the  JCAHO 
have  now  decided  that  the  definition  of  "quality"  is  "the  degree  to 
which  the  process  of  care  increases  the  probability  of  desired  pa- 
tient outcomes."  In  other  words,  those  processes  of  care,  if  we  do 
them  all  correctly,  should  affect  better  outcomes. 

Certainly,  we  have  seen  evidence  of  that.  In  fact,  we  just  com- 
pleted a  year's  study  in  Cincinnati  where  all  the  hospitals  used  our 
severity  adjustment  and  CQI  techniques.  The  results  were  astound- 
ing. Not  only  did  we  not  have  degrading  quality,  the  quality  was 
enhanced  in  terms  of  reductions  in  variation,  performance  in  the 
clinical  indicators  of  quality  that  we  examine,  such  as  C-section 
rates,  morbidity,  and  mortality  rates.  We  were  also  able  to  show 
that  the  hospitals  and  doctors  saved  more  than  $150  million  in  the 
first  year  simply  by  giving  good  doctors  good  clinical  data  to  modify 
their  behavior  as  appropriate. 

As  a  private  practitioner,  I  can  tell  you  I  have  been  very  frus- 
trated over  the  last  20  years  in  practice  as  a  consumer  trying  to  get 
information  on  physicians  such  as  we  have  just  heard  about  from 
New  Jersey  or  Massachusetts.  Where  do  you  go  to  get  such  infor- 
mation? We  get  these  glowing  letters  about  every  doctor.  I  under- 
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stand  what  is  behind  some  of  those  letters.  The  physicians  writing 
those  are  very  concerned  about  the  issue  of  legaUty,  that  is,  is  this 
going  to  be  a  restraint  of  trade?  If  I  don't  write  a  good  letter,  and 
he  doesn't  get  on  the  staff,  will  I  be  brought  into  a  restraint  of 
trade  issue?  Let's  not  miss  that.  Tort  reform  will  be  very  helpful  to 
that  issue.  So,  there  are  lots  of  things  that  we  need  to  address  to 
get  access  to  this  vital  information. 

The  national  practitioner  data  bank  is  an  excellent  start.  The 
good  physicians  and  hospitals  agree  with  you  absolutely.  We  have 
excellent  physicians  in  this  country.  We  have  to  protect  the  con- 
sumer and  those  good  physicians  who  want  to  continue  to  improve. 
That  is  the  kind  of  physician  level  information  we  need  to  assess  a 
physician's  competency. 

Other  helpful  data  would  include  the  number  of  procedures  that 
a  physician  performs.  That  is  very  important  as  well.  Thousands  of 
patients  have  asked  me,  Doctor,  how  many  have  you  done?  These 
are  the  kind  of  structural  things  we  need  to  know  about  a  physi- 
cian. 

With  regard  to  the  clinical  information  and  the  report  card  idea, 
that  is  an  excellent  idea,  but  you  have  to  understand  that  those 
clinical  bits  of  data  are  going  to  have  to  be  clinically  reliable.  We 
simply  can't  be  saying  a  physician's  infection  rate  is  1  percent 
versus  this  one  is  3  percent.  These  numbers  are  so  low  as  to  not  be 
statistically  reliable.  We  don't  want  to  overstep  the  bounds  of  the 
data.  There  is  a  new  area  of  data  acquisition,  and  we  must  not 
begin  chastising  excellent  hospitals  and  physicians  with  informa- 
tion that  is  not  clinically  reliable. 

In  summary,  we  need  more  information.  Consumers  in  this  coun- 
try are  well-educated  as  to  what  they  and  their  family  need  for 
health  care.  We  need  to  give  them  more  information,  not  less.  Let 
me  assure  you,  we  have  phenomenal  physicians  and  hospitals  in 
this  country.  You  give  them  better  information,  and  all  the  indica- 
tions are  that  they  will  continue  to  use  that  information  in  an  im- 
proved way  to  continue  to  improve  the  quality  and  efficiency  of 
their  care.  Thank  you. 

[Dr.  Mohlenbrock's  statement,  with  attachments,  may  be  found 
in  the  appendix.] 

Chairman  Wyden.  Doctor,  thank  you.  It  is  very  helpful.  I  know 
we  will  have  some  questions  in  a  moment. 

Chairman  Wyden.  Mr.  Sessa,  welcome. 

TESTIMONY  OF  ERNEST  J.  SESSA,  EXECUTIVE  DIRECTOR, 
PENNSYLVANIA  HEALTH  CARE  COST  CONTAINMENT  COUNCIL 

Mr.  Sessa.  Good  morning.  Thank  you  very  much  for  having  me 
to  testify  this  morning.  I  will  be  brief.  I  think  I  can  expound  on 
what  the  previous  speakers  have  been  talking  about. 

In  Pennsylvania  in  1986  there  is  a  law.  The  law  says  hospitals 
and  doctors  must, — it  is  mandated — provide  information  to  the 
public.  We  believe  Pennsylvania  people  are  smart  enough  to  under- 
stand the  information  that  we  provide  them. 

Obviously,  the  medical  community  and  the  hospital  comniunity 
of  Pennsylvania  would  rather  us  just  provide  the  information  to 
the  hospitals  and  the  physicians.  We  don't  think  that  will  work.  In 
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order  to  have  an  informed  purchasing  consumer,  they  must  have 
information  that  is  usable,  understandable,  accurate,  and  reliable. 
We  have  been  doing  that  since  1989. 

Our  first  report  was  on  hospital  effectiveness,  how  well  did  the 
hospital  perform  based  on  an  expected  standard.  We  used  a  system 
that  we  put  into  place  in  every  hospital  in  the  State  of  Pennsylva- 
nia so  it  would  be  consistent. 

Every  hospital  had  the  same  system  to  look  at  the  conditions 
that  we  were  reporting  on.  We  reported  on  60  different  conditions 
in  Pennsylvania  from  adult  pneumonia  to  coronary  artery  bypass 
surgery.  We  also  look  at  variations  on  the  treatment.  It  is  one 
thing  to  be  in  the  hospital  and  to  get  good  care,  efficient  care,  qual- 
ity care,  and  care  that  is  affordable.  It  is  another  thing  to  be  in 
there  at  all  if  you  don't  have  to  be.  Is  it  appropriate  to  have  the 
care?  So,  we  look  at  small  area  analysis  and  make  that  available  to 
the  public  to  see  if  there  are  wide  variations  in  the  number  of  hys- 
terectomies and  other  conditions  from  one  neighborhood  to  an- 
other. 

We  have  recently  published  a  report,  a  consumer  guide  for  coro- 
nary artery  bypass  surgery,  in  which  we  not  only  reported  the  hos- 
pitals' severity-adjusted  outcomes  for  coronary  bypass  surgery,  but 
also  the  physician.  We  published  the  report  on  the  expected 
number  of  deaths  based  on  the  number  of  actual  deaths,  and  then 
we  look  at  the  actual  charge  for  the  services,  and  we  make  them 
available  to  the  public. 

The  information  is  being  used  by  the  public  as  evidenced  by  the 
fact  that  we  released  about  50,000  overall  reports  in  the  last  couple 
of  years  to  people  who  have  written  in  or  called  in  and  asked  for 
the  information,  and  they  use  it. 

We  are  trying  to  promote  a  competitive  marketplace  in  Pennsyl- 
vania and  in  order  to  do  that  you  must  have  information.  You  have 
to  have  it  for  managed  care,  managed  competition.  This  informa- 
tion is  not  easy  to  get.  You  have  to  struggle.  You  have  to  make 
sure  that  it  is  information  that  the  hospitals  and  physicians  will 
agree  is  reliable  and  useful  information. 

We  have  been  able  to  do  that  over  the  past  several  years.  We 
have  established  a  good  relationship  with  the  medical  community. 
We  have  a  council  that  is  independent,  an  agency  that  is  run  by 
business  representatives  and  labor  representatives.  We  have  con- 
sumers. The  hospitals  are  represented,  as  well  as  the  insurance 
companies,  physicians,  and  State  government.  All  are  in  this  to- 
gether to  provide  this  information  to  the  community. 

We  see  that  the  hospitals  are  also  using  that  information  inter- 
nally, not  only  to  sell  their  product,  but  to  improve  the  way  they 
do  business.  Before  this  information  was  made  public,  hospitals  did 
not  know  how  well  they  compared  to  another  hospital.  They  didn't 
know  how  many  procedures  they  were  doing  compared  to  another 
hospital  and  what  their  performance  was.  With  this  information, 
hospitals  now  have  the  ability  to  see  how  they  stack  up.  So,  there 
has  been  total  quality  management  improvement  in  all  the  hospi- 
tals by  using  this  internal  system  that  we  mandated  that  they  put 
into  their  hospitals. 

We  think  the  quality  of  health  care  in  Pennsylvania  continually 
improves  every  year.  We  have  seen  evidence  of  that  because  hospi- 
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tals  have  shared  that  with  us.  Consumers  are  also  sharing  the  fact 
that  they  have  gotten  information  from  the  council  that  has  really 
helped  them  in  purchasing  health  care  from  a  more  efficient,  reli- 
able provider.  We  think  it  is  important.  We  will  continue  to  do 
this.  Hopefully,  we  will  get  additional  information  out  on  psychiat- 
ric care,  rehabilitation,  infections  readmissions,  out-patient  treat- 
ment, additional  physician  reports,  and  comparative  reports  on  re- 
imbursement rates  to  doctors  and  hospitals.  All  that  kind  of  infor- 
mation we  think,  is  helpful  to  the  consuming  public. 

Thank  you. 

[Mr.  Sessa's  statement  may  be  found  in  the  appendix.] 

Chairman  Wyden.  Very  helpful.  I  will  have  questions  in  a 
moment. 

First,  I  recognize  my  friend  from  Nevada. 

Mr.  BiLBRAY.  Mr.  Schneider,  you  mentioned  your  publication.  Is 
that  published  in  every  State  or  is  it  limited  to  certain  States,  and 
how  often  is  it  published,  and  how  in-depth  do  you  go  in  mention- 
ing these  particular  physicians  or  types  of  practice? 

Mr.  Schneider.  Magazine  copies  are  available  here.  It  is  current- 
ly available  in  Wisconsin  and  will  be  available  in  St.  Louis  this 
September.  It  is  only  1  year  old.  We  need  a  little  time  to  get  to  all 
the  States  but  that  is  our  goal.  The  magazine  comes  out  on  a  quar- 
terly basis  and  is  available  to  the  public  on  news  stands,  by  sub- 
scriptions, et  cetera. 

As  far  as  the  level  of  information,  we  try  to  present  it  on  all  dif- 
ferent levels  that  people  access  information,  whether  it  is  on  a 
health  plan  level,  hospital  level,  or  the  doctor's  level.  Wherever 
there  is  information  available,  whether  that  is  gathered  through — 
as  you  talked  about  earlier — the  idea  of  surveying  peers.  We  expect 
to  survey  physicians  about  other  physicians,  survey  nurses  about 
physicians,  and  finally  survey  the  public  about  physicians. 

We  can  see  how  that  spectrum  goes  across  in  trying  to  deal  with 
the  issue  of  popularity  versus  quality  and  see  how  these  intermin- 
gle. But  we  feel  that  the  most  important  level  of  information  to 
provide  is  the  level  on  which  people  make  those  crucial  decisions  as 
we  learned  about  this  morning,  which  is  at  the  physician's  level. 

So,  consequently,  we  try  to  print  doctors'  names,  their  back- 
grounds, where  they  went  to  school,  whether  they  are  board  certi- 
fied. We  publish  service  issues  such  as  whether  credit  is  available, 
whether  evening  hours  are  offered,  whether  blood  drawing  is  avail- 
able in  their  office,  et  cetera,  besides  things  like  prices. 

Mr.  BiLBRAY.  The  previous  witnesses,  the  Bennetts  and  Millers, 
would  they  be  able  to  look  in  your  publication  and  know,  when 
they  are  going  to  a  neurologist,  and  Dr.  Dell,  I  think  that  was  his 
name,  was  on  the  list,  would  they  be  able  to,  by  looking  in  your 
publication,  go  beyond  whether  they  took  credit  cards,  whether 
they  had  disciplinary  procedures  filed  against  them,  or  had  a  sus- 
pended practice  in  different  States?  Would  that  be  in  your  publica- 
tion or  not? 

Mr.  Schneider.  We  have  not  done  that  in  the  past.  We  expect  to 
do  it  in  the  future.  We  currently  do  not  print  information  about 
physicians  who  are  having  problems  with  the  State  or  other  disci- 
plinary boards. 


37 

There  is  only  one  publication  that  I  am  aware  of  that  gathers 
that  information  and  makes  it  available  to  people.  That  is  Dr. 
Sidney  Wolfe's  public  citizen  group.  In  our  publication,  you  can  see 
whether  or  not  the  doctor  did  go  to  the  schools  he  said  he  did  be- 
cause we  do  check  the  integrity  of  what  the  physician  says,  not 
only  to  us  but  to  State  boards  and  the  national  specialized  agencies. 

Mr.  BiLBRAY.  So,  if  he  said  he  went  to  Yale  and  he  actually  went 
to  the  University  of  Guadalahara,  you  would  get  in  touch  with 
Yale  and  publish  that? 

Mr.  Schneider.  Yes. 

Mr.  BiLBRAY.  Dr.  Hannan  went  into  great  detail  about  particular 
hospitals  and  the  ratings  between  hospitals.  In  your  testimony,  you 
said  you  thought  that  kind  of  knowledge,  even  though  it  was  bene- 
ficial hospital  to  hospital,  was  not  good  for  the  patient  because  the 
patients  really  did  not  have  much  opportunity.  They  pick  Dr. 
Smith  and  Dr.  Smith  practices  at  a  hospital  that  has  a  higher  than 
normal  mortality  rate  for  certain  types  of  procedures.  That  doesn't 
do  much  good  for  the  patient  because  what  he  really  needs  to  know 
is  what  is  that  particular  doctor's  percentage,  correct? 

Mr.  Schneider.  Yes. 

Mr.  BiLBRAY.  What  I  think  Mr.  Schneider  is  saying  is  that  is 
great  information,  but  to  the  individual  patient,  it  doesn't  really 
mean  very  much. 

Mr.  Schneider.  On  the  flip  side  of  that,  to  the  individual  physi- 
cian, it  might  be  serving  a  real  disservice.  You  are  going  to  get  an 
average  mortality  or  an  average  caesarean  section  rate.  So,  it 
would  be  an  average.  Some  doctors  are  above  or  below  that.  If  you 
were  to  go  to  a  physician  who  was  doing  a  very  good  job,  you  might 
change  your  mind  based  on  that  hospital  information. 

Mr.  BiLBRAY.  I  would  think  so. 

Mr.  Sessa.  We  provide  both  hospital  information  and  physician 
information  in  the  same  report  so  that  you  can  see  how  niany  proc- 
esses were  done  in  the  hospital  and  how  many  the  physician  did  as 
well  as  the  physician  group,  so  that  you  can  see  whether  or  not  the 
hospital  is  doing  a  lot,  and  whether  or  not  the  physician  is  doing  a 
lot,  and  whether  or  not  their  practice  is  doing  a  lot. 

We  rate  them  based  on  severity  adjusted  information.  In  other 
words  how  sick  were  the  patients,  how  many  vessels  did  they  do, 
whether  or  not  they  had  complications  of  congestive  heart  failure. 
When  you  even  the  playing  field,  you  can  see  how  well  each  physi- 
cian did  and  how  well  each  hospital  did  in  treating  that  patient  for 
that  particular  service  and  try  to  make  that  information  available 
and  understandable. 

Mr.  BiLBRAY.  Is  that  sort  of  information  available  at  medical  li- 
braries, general  libraries,  or  do  they  have  to  call  your  office  to  get 
that  information? 

Mr.  Sessa.  We  make  it  available  in  the  libraries,  the  local  cham- 
ber of  commerce  offices,  through  the  various  union  offices,  and 
through  the  State  legislature;  any  way  we  can  get  that  information 
out,  and  it  is  free  to  the  public. 

Mr.  BiLBRAY.  Does  anybody  else  have  a  comment? 

Dr.  Hannan.  We  also  provide  the  same  information,  both  for 
physicians  and  hospitals.  There  is  a  news  conference  that  signals 
the  release  of  the  report.  It  is  also  available  to  the  public  by  calling 
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in  the  health  department.  It  is  both  physician  and  hospital  related 
and  also,  as  with  the  case  of  Pennsylvania,  it  risk  adjusts  and  looks 
at  confidence  intervals  so  that  you  are  not  saying  that  someone  has 
done  a  higher  rate  when  it  is  not  significantly  higher.  It  will  tell 
you,  in  effect,  whether  the  rate  is  something  to  be  wary  of  because 
it  is  significantly  different  than  what  is  expected  based  on  the  pa- 
tient mix. 

Dr.  MoHLENBROCK.  If  I  could  make  a  comment,  we  are  talking 
about  C-section  rates  and  coronary  artery  bypass.  These  are  the 
high  volume  procedures  where  we  do  have  enough  volume,  and 
where  we  can  get  intervals  that  give  us  good  confidence. 

One  of  the  concerns  I  expressed  a  minute  ago  is  in  these  areas 
where  we  don't  have  large  volumes  of  either  numbers  of  patients 
or  cases.  All  I  am  sajdng  is  that  we  have  to  be  cautious  and  try  not 
to  read  more  into  the  data  than  is  truly  there.  That  is  what  I 
meant  by  the  confidence  interval  or  the  clinical  appropriateness. 

So,  we  need  to  caution  ourselves  that  we  don't  try  to  do  more 
than  the  data  will  really  tell  us  we  should  do.  That  is  one  point. 

The  other  point  is,  when  we  are  looking  at  hospital  issues,  even 
though  I  do  an  operation  in  a  hospital,  I  am  with  that  patient  far 
less  time  than  the  hospital  nurses  or  ICU  staff.  Often  we  have 
system  problems,  not  just  physician  problems.  So,  it  may  come  out 
as  a  physician  number,  but  it  could  be  a  system  problem.  That  is 
why  we  have  to  be  a  little  bit  cautious  with  the  data.  That  is  my 
only  warning. 

Chairman  Wyden.  I  thank  my  colleague.  It  seems  to  me  that 
access  information  comparing  one  health  care  provider  to  another 
is  going  to  have  to  be  the  life  blood  of  any  functioning  competitive 
marketplace.  I  don't  see  how  you  will  be  able  to  have  this  competi- 
tive marketplace  if  you  cannot  get  comparative  information,  and 
yet,  as  Mr.  Schneider  talked  about  in  starting  the  panel,  there  are 
barriers  virtually  everjrwhere  in  getting  access  to  this  information. 

I  am  curious  as  to  what  you  can  tell  us  as  to  how  these  barriers 
came  to  be  erected.  How  is  it  that  across  this  country  there  are 
these  very  high  walls  that  consumers  have  to  try  to  scale  to  get 
this  kind  of  information?  Mr.  Schneider? 

Mr.  Schneider.  I  was  not  at  every  meeting  in  each  State  legisla- 
tive office,  but  I  would  assume  the  pattern  repeated  itself.  The 
people  who  had  the  power  and  influence  were  drawing  the  laws 
about  what  data  should  be  collected  and,  most  importantly,  to 
whom  that  data  should  be  released. 

Clearly,  the  pattern  is  that  the  public  should  not  have  access  to 
that  information.  Even  in  the  two  States  represented  on  the  panel 
today,  Pennsylvania  and  New  York,  I  think  both  those  States  are 
doing  as  good  a  job  as  any  other  States  with  the  information,  but 
neither  allow  the  public  to  ask  for  information.  Health  Pages  Mag- 
azine tried  to  access  physician-specific,  C-section  rates  in  both  of 
those  States.  They  both  have  processes  that  you  have  to  go 
through,  meaning  State  subcommittees  wheie  you  have  to  bring  a 
presentation,  and  in  front  of  a  group  of  people  composed  of  one 
consumer  representative,  while  the  other  15  will  be  from  hospitals 
and  physicians. 

You  are  going  upstream,  to  say  the  least,  in  a  process  like  that. 
As  a  result,  I  was  denied  access  to  that  information  in  both  States. 
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Rules  are  made  by  the  people  in  power,  and  the  people,  who  in 
the  past  have  had  the  influence  and  the  power,  have  been  the  pro- 
viders themselves. 

Health  pages  would  appreciate  any  help  in  changing  that  struc- 
ture. 

Chairman  Wyden.  Do  any  other  panel  members  want  to  add  to 
that? 

Mr.  Sessa.  In  Pennsylvania,  Mr.  Schneider  did  request  informa- 
tion from  us.  We  do  make  information  available  to  consumers  and 
organizations  that  ask  for  special  information.  But  you  have  to 
make  sure  the  information  is  accurate  when  you  are  reporting  on 
physicians  and  hospitals.  We  did  not  give  that  information  to  Mr. 
Schneider  simply  because  we  had  not  yet  been  able  to  go  to  the  ad- 
ditional length  of  looking  at  the  attribution  of  the  data  submitted 
to  us  to  make  sure  that  each  and  every  patient  is  attributed  prop- 
erly to  the  correct  physician.  We  think  it  is  our  responsibility  to  do 
that. 

When  our  information  is  out  on  the  street,  people  can  rely  on  the 
fact  that  it  is  accurate,  factual  information.  I  think  that  is  ex- 
tremely important.  You  cannot  put  information  out  there  that  is 
not  crystal  clear  and  accurate,  and  that  has  been  gone  through 
carefully.  That  information  is  available  to  the  public  in  Pennsylva- 
nia. 

Chairman  Wyden.  I  share  that  view.  That  is  why  we  are  going  at 
this,  opening  up  the  data  bank  in  a  very  careful  kind  of  way.  This 
is  something  our  citizens  have  a  great  interest  in.  If  you  put  out 
some  faulty  data,  inaccurate  data,  you  do  a  great  disservice  to  what 
is  in  the  consumer's  long-term  interests. 

So,  we  have  a  situation  where  37  States  get  information  on  costs 
and  quality  and  only  three  of  them  make  that  information  avail- 
able. 

Two  of  you  are  in  business.  In  effect,  you  are  entrepreneurs 
before  the  Small  Business  Committee.  How  did  you  get  that  data? 
Do  you  just  sort  of  go  out  there  and  try  to  perform  competitive 
tricks  to  pry  it  out  of  people?  I  guess  Mr.  Sessa  is  in  a  State  where 
there  is  a  law. 

Mr.  Schneider,  what  do  you  do?  Do  you  try  all  kinds  of  unortho- 
dox techniques  to  try  to  pry  information  out  of  people?  This  has 
all,  I  think,  got  to  be  somewhat  mysterious  to  people  because  if  you 
are  going  to  buy  some  screws  to  work  on  a  cabinet  on  a  Sunday,  for 
example,  you  can  shop  all  over  town  for  screws.  You  can  find  big 
heads,  small  heads,  ones  that  glow  in  dark,  and  ones  that  don't 
glow  in  the  dark.  You  can  find  out  all  kinds  of  things  about  screws. 

But  yet  about  health  care  purchases,  based  on  what  we  have 
been  told,  even  your  testimony  about  the  37  States,  you  cannot  get 
information  in  those  places.  I  am  curious.  Instead  of  going  about  it 
directly  as  a  consumer  does  when  he  is  trying  to  find  something  in 
a  hardware  store,  how  do  you  go  about  getting  this  information 
and  kind  of  pulling  all  this  information  out  of  the  unwilling? 

Mr.  Schneider.  Any  which  way  you  can.  You  try  to  gather  from 
all  the  sources.  Some  of  this  information  is  available,  especially  the 
objective  information  like  where  physicians  went  to  school  and 
what  prices  they  charge.  That  stuff  you  can  either  be  getting  from 
the  doctors  themselves,  from  hospitals,  and  the  State  licensing 
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board  does  provide  some  information.  There  are  national  directo- 
ries that  you  can  search  through  as  well. 

So,  there  is  some  information  out  there.  Part  of  the  problem 
right  now  is  that  no  one  has  taken  up  the  task  of  actually  compil- 
ing that  information,  putting  it  together  in  an  accessible  format, 
and,  most  importantly  from  my  perspective,  actually  marketing  it 
to  people  because  people  are  not  out  there  right  now  asking  these 
first  questions  about  their  physicians.  I  think  you  try  to  do  what 
you  can  from  where  you  can  get  it. 

Concerning  the  quality  of  care  provided,  which  is  what  we  have 
been  talking  about  this  morning,  there  is  more  of  a  problem.  There 
is  very,  very  little  quality  of  care  information  available  to  the 
public  right  now.  The  scary  side  of  this  is  that  doctors  and  hospi- 
tals have  not  been  scientifically  working  on  the  quality  side  for  a 
very  long  period  of  time.  As  a  result  of  that,  I  think  we  are  still  in 
the  first  generation  of  trying  to  understand  what  quality  of  care  in- 
formation is  out  there. 

I  think  some  of  the  comments  that  have  been  made  are  true.  You 
have  to  make  sure  that  what  you  are  putting  out  there  is  good  in- 
formation. 

Where  I  am  standing,  though,  part  of  the  way  that  you  improve 
information  is  by  starting  to  use  it  and  making  sure  it  is  as  good  as 
you  can  get,  putting  the  proper  caveats  associated  with  it,  and  then 
putting  it  out  there  and  letting  forces,  individual  consumers,  public 
agencies,  et  cetera,  start  using  that  information.  That  is  the  way  I 
would  think  information  will  snowball.  People  will  want  more  and 
providers  will  provide  more. 

Chairman  Wyden.  Dr.  Hannan,  why  did  your  State  of  New  York 
decide  to  begin  making  comparative  information  available  to  the 
public? 

Dr.  Hannan.  Just  because  it  came  to  the  attention  of  a  group 
advisory  board  and  the  New  York  State  Health  Department  that 
there  were  major  differences  in  outcomes  in  a  particular  surgical 
procedure,  bypass  surgery,  and  there  was  no  way  of  determining 
the  cause  of  these  differences  without  actually,  first  of  all,  develop- 
ing a  system  whereby  data  were  collected  that  could  enable  one  to 
determine  whether  the  differences  were  the  result  of  quality  or  just 
patient  mix. 

This  gets  at  the  previous  question,  which  is,  why  is  data  not 
given  out?  One  of  the  things  you  have  to  bear  in  mind  is  that  on 
some  occasions  there  is  just  not  data  available  that  is  good  enough 
to  give  out.  For  instance,  in  the  case  of  bypass  surgery,  it  was  not  a 
matter  of  "We  have  this  information,  should  we  now  analyze  it  and 
give  it  out."  It  was  a  matter  of  a  determination  being  made  that  no 
information  existed  that  was  good  enough  to  truly  evaluate  differ- 
ences in  quality  of  care,  and  a  whole  new  data  system  was  devel- 
oped for  that  purpose.  Once  it  was  developed  and  found  to  be  a 
valid  means  of  detecting  differences,  then  the  information  was  con- 
sidered good  enough  to  give  to  the  public. 

Chairman  Wyden.  Dr.  Mohlenbrock,  in  effect,  you  use  your 
report  card  data  to  get  the  physicians  and  the  hospitals  rather 
than  disclosing  it  directly  to  the  public.  What  evidence  is  there 
that  this  approach  is  successful  in  producing  improvements  in  the 
cost  and  quality  of  health  care  services  for  the  consumer? 
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Dr.  MoHLENBROCK.  I  think  recently,  over  the  last  3  to  4  years, 
the  evidence  that  it  is  working  is  the  radical  changes  that  we  see 
that  are  statistically  significant  in  reductions  in  variation. 

The  example  I  gave  you  is  in  Cincinnati  where  we  see  C-section 
rates  that  are  now  falling.  The  variation  between  the  hospitals  are 
now  coming  together  for  all  the  reasons  that  people  here  are 
saying.  If  you  get  this  data  out  there,  people  start  to  use  it  to  affect 
positive  changes.  There  is  powerful  stimuli  for  the  physicians  and 
hospitals  to  start  to  reason  together  to  make  these  things  happen. 

Back  to  your  question  of  where  do  we  get  the  data.  Because 
people  like  this  committee,  in  years  before,  have  given  us  Medicare 
data  that  is  publicly  available  in  its  raw  form,  we  can  access  raw 
data.  The  States  that  have  been  mentioned  make  these  data  sets 
available  in  their  raw  form.  We  get  the  data  severity,  adjust  the 
information,  and  then  take  it  down  to  the  physician  level. 

Internally,  it  is  working  very  nicely  because  physicians  basically 
want  to  do  better. 

Chairman  Wyden.  Let  me  ask  you;  this  is  a  question  we  will  face 
with  our  consumer  agenda.  We  have  30  groups  now,  representing 
more  than  30  million  consumers,  in  a  consumer  rights  agenda  that 
we  are  going  to  be  working  for  as  part  of  the  health  reform.  I  indi- 
cated we  are  going  to  be  working  with  Mrs.  Clinton  and  the  admin- 
istration on  this. 

One  of  the  issues  that  occurred  to  me,  and  I  would  like  to  get 
your  thoughts  on  it,  is  that  we  don't  want  to  see  a  conflict  between 
the  effort  to  have  internal  quality  management,  which  it  seems  to 
me  you  all  focus  on — you  try  to  get  information  to  the  hospitals, 
the  doctors,  and  people  who  may  have  problems — which  is  data 
that  they  can  use  internally  to  improve  their  quality.  We  don't 
want  to  have  any  conflict  between  that  and  the  effort  to  also  have 
public  disclosure  so  that  the  consumer  who  has  been  telling  us  this 
morning  that  they,  and  ultimately  they,  are  the  only  person  who 
can  really  fight  best  for  them  and  can  get  access  to  information  as 
well. 

Do  you  see  any  conflict  between  these  two?  Is  there  any  contra- 
diction between  internal  quality  management  and  getting  data  to 
the  providers,  and  public  disclosure  so  that  the  consumer  can  have 
information  as  well? 

Dr.  MoHLENBROCK.  No;  I  see  a  synergism,  because  if  you  tell  nie 
for  the  reasons  you  have  just  said  that  we  have  to  have  better  dis- 
closure, and  we  want  to  see  the  outcomes  of  care  improved.  Don't 
tell  me,  a  doctor,  how  to  nail  a  hip,  but  tell  me  that  for  sure  you 
are  going  to  measure  and  monitor  the  outcomes  of  my  care  over 
time,  we  are  going  to  be  looking. 

You,  as  the  advocate  for  consumers,  are  going  to  be  looking  at 
the  processes  and  the  results  of  those  processes  and  the  outcomes.  I 
think  that  is  excellent.  I  think  the  more  data  we  providers  get  to 
you  that  shows  we  are  doing  a  better  job  in  terms  of  reduction,  var- 
iation, and  outcome  improvements,  is  what  we  should  be  doing  and 
that  is  basically  what  I  and  my  organization  are  dedicated  to  ac- 
complishing. 

I  see  it  very  much  as  a  synergistic  effect.  The  reality  is  nobody 
will  hold  themselves  accountable  unless  somebody  else  asks  them 
to.  That  is  what  has  happened  over  the  years.  Whether  it  is  the 
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legal  or  the  medical  profession,  we  all  have  to  be  held  accountable 
to  someone  else.  I  think  that  is  the  whole  point  here. 

Your  efforts  are  excellent,  in  the  right  direction,  and  all  we  need 
is  more  of  it. 

Chairman  Wyden.  Mr.  Sessa,  you  have  a  business  council.  This  is 
the  Small  Business  Committee.  It  seems  to  me  that  you  have 
picked  up  on  the  theme  that  has  concerned  me,  and  that  is  that 
consumers  don't  want  to  delegate  their  right  to  choose  anybody 
else,  whether  it  is  an  employee  at  a  business  or  a  staffer  at  a 
health  maintenance  organization  who  will  say,  "I  will  make  the  de- 
cision rather  than  giving  you  the  information." 

I  gather  that  you  all  decided  that  a  long  time  ago  because  you 
said  we  are  going  to  give  this  information,  not  just  to  the  business- 
es in  Pennsylvania,  but  you  are  going  to  make  it  directly  available 
to  the  employees  of  the  businesses  in  Pennsylvania  as  well;  is  that 
correct? 

Mr.  Sessa.  That  is  correct.  Our  council  is  predominately  busi- 
ness, labor,  and  consumers — not  just  business.  The  reason  we  did 
that,  Mr.  Chairman,  was  because  of  the  issue  of  people  in  Pennsyl- 
vania very  strongly  wanting  to  be  able  to  choose  their  physician, 
very  strongly.  We  wanted  to  give  them  information  that  could  help 
them  do  that  as  well  as  start  a  dialog. 

The  patient-physician  relationship  is  one  that  was  going  one  way. 
The  patient  would  listen,  the  physician  would  talk,  and  nobody 
would  ask  questions  because  they  were  too  intimidated. 

We  have  given  them  information  from  which  now  to  start  that 
dialog  so  they  can  start  to  ask  questions.  They  can  look  at  their 
employer,  and  the  employer  can  say  we  have  chosen  this  particular 
hospital  and  physician  to  belong  to  our  network,  not  because  they 
are  cheap,  but  because  they  do  good  work,  they  have  good  services, 
and  good  outcomes.  The  employer  can  show  this  to  the  employee. 
Business  and  labor  both  have  information  that  is  public  that  will 
indicate  the  efficient  providers  and  the  ones  that  do  well,  and 
that's  the  ones  we  are  choosing  for  our  network.  That  is  happening 
in  Pennsylvania. 

Chairman  Wyden.  Let  me  ask  you  all  one  last  question.  I  am 
going  to  go  right  down  the  panel.  If  you  were  in  Congress  now,  and 
working  on  the  Federal  health  reform  effort,  and  you  wanted  to 
take  one  step  to  try  to  assist  consumers  to  get  good  objective  infor- 
mation so  that  they  can  make  these  choices  that  are  so  vital  to 
them,  what  would  you  advocate  if  you  were  a  Member  of  Congress? 

Mr.  Sessa.  I  would  advocate  that  people  look  at  a  method  that 
will  be  consistent  so  that  you  can  compare  information  from  one 
State  to  another,  from  one  region  to  another,  so  that  people  are  not 
comparing  apples  with  oranges. 

I  think  all  the  things  you  are  hearing  today  are  terrific  and  very 
necessary,  but  in  order  for  it  to  work  nationally,  there  has  to  be 
some  linchpin  where  it  all  comes  in,  and  we  can  mesh  it  together 
so  we  can  see  what  is  happening  all  over  the  country,  not  just  in 
one  particular  area. 

Chairman  Wyden.  So,  if  there  is  nothing  else,  you  would  like  to 
see  a  uniform  system  for  gathering  this  kind  of  information, 
making  it  available  to  consumers,  and  then  making  sure  it  is  dis- 
tributed in  an  easily  accessed  way? 
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Mr.  Sessa.  Yes. 

Chairman  Wyden.  Dr.  Mohlenbrock. 

Dr.  Mohlenbrock.  I  will  play  off  of  what  he  just  said.  I  would 
say  not  necessarily  a  common  system,  but  let's  use  a  common  defi- 
nition of  "quality"  that  is  both  process  and  outcome  oriented  just 
like  the  JCAHO  and  the  Office  of  Technology  Assessment  has 
given  us.  In  other  words,  don't  tell  us  what  system  to  use  or  exactly 
what  process  to  use,  give  us  the  impetus  to  do  that  by  us  sharing 
the  processes  and  the  outcomes  of  our  care  with  the  consumer  and 
with  Congress. 

But  let's  not  forget  tort  reform.  That  plays  a  major  role  for  us, 
make  no  mistake  about  it. 

Chairman  Wyden.  Dr.  Hannan. 

Dr.  Hannan.  I  basically  agree  with  the  last  two  speakers,  par- 
ticularly Mr.  Sessa.  I  think  what  needs  to  be  done  is  to  identify 
procedure  by  procedure  and  medical  condition  by  medical  condition 
what  important  information  is  needed  in  order  to  severity  adjust  so 
you  can  compare  providers  with  different  case  mixes. 

That  needs  to  be  done  by  a  group  of  clinical  experts  who  need  to 
define  the  data  elements.  Those  data  elements  need  to  be  available 
across  all  hospitals,  across  all  providers,  and  then  used  to  compare 
performance. 

Chairman  Wyden.  Mr.  Schneider. 

Mr.  Schneider.  I  will  give  a  recommendation  on  a  microlevel.  I 
am  a  big  believer  that  information  can  play  an  extremely  effective 
role  in  creating  competitive  juices,  both  from  the  supply  side,  that 
being  the  doctors  in  the  system,  and  the  demand  side,  meaning  the 
consumers. 

To  that  effect,  I  like  the  process  of  identifying  specifically  caesar- 
ean  section  rates.  It  is  something  which  the  medical  profession  has 
said  is  an  overused  procedure.  It  is  a  very  common  procedure  in 
this  country  and  consequently  would  affect  an  awful  lot  of  people. 

I  think  if  you  would  start  getting  people  involved  with  seeing  in- 
formation on  their  doctors,  they  would  start  learning  about  the  dif- 
ferences and  start  the  whole  process  of  getting  consumers  involved 
and  providers  more  accountable  in  the  future. 

Chairman  Wyden.  You  all  have  been  very  helpful.  We  would  ask 
more  questions,  but  we  are  probably  going  to  be  here  until  dinner 
time  as  it  is.  Thank  you  very  much. 

Our  next  panel:  Gail  Shearer,  manager.  Policy  Analysis  Division, 
Consumers  Union,  Washington,  DC;  Bente  Cooney,  National  Com- 
mittee to  Preserve  Social  Security  and  Medicare  and  chair,  Work- 
ing Group  on  Consumer  Information,  Coalition  for  Consumer  Pro- 
tection and  Quality  in  Health  Care  Reform,  Washington,  DC; 
Sidney  Wolfe,  M.D.,  director.  Health  Research  Group,  Washington, 
DC;  and  Laura  Wittkin,  National  Center  for  Patients'  Rights,  New 
York,  New  York. 

We  welcome  all  of  you.  We  thank  you  for  the  help  that  you  have 
shown  this  committee  in  the  past.  Many  of  you  have  given  many 
hours  to  the  subcommittee's  work  on  a  variety  of  issues  over  the 
years.  We  are  very  appreciative. 

As  I  think  each  of  you  is  aware,  it  has  been  the  practice  of  this 
subcommittee  to  swear  all  the  witnesses  who  come  before  the 
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panel.  Do  any  of  you  have  any  objection  to  being  sworn  as  a  wit- 
nesses? 

[Witnesses  sworn.] 

Chairman  Wyden.  We  are  going  to  make  your  prepared  remarks 
part  of  the  hearing  record.  I  would  like  to  ask  you  to  try  to  take  5 
minutes  or  so  in  order  that  we  can  to  stay  on  schedule. 

Ms.  Shearer,  we  welcome  you.  It  has  been  a  pleasure  to  work 
with  you  over  many  years.  Not  long  ago,  we  had  a  great  success  on 
the  medigap  insurance  reform  issue  to  stop  some  of  the  ripoffs  in 
these  private  health  insurance  policies  sold  to  seniors.  When  we 
started  that  effort,  there  were  a  lot  of  these  policies  out  there  that 
were  not  worth  much  more  than  the  paper  they  were  written  on. 
You  all  have  helped  us  on  many  issues,  and  we  appreciate  it.  Why 
don't  you  please  proceed? 

TESTIMONY  OF  GAIL  SHEARER,  MANAGER,  POLICY  ANALYSIS, 
CONSUMERS  UNION 

Ms.  Shearer.  Thank  you,  Mr.  Chairman.  Your  leadership  on  the 
medigap  issue  and  others  has  been  invaluable,  and  we  really  appre- 
ciate that. 

As  you  know.  Consumers  Union  is  dedicated  to  the  principle  of 
informed  choice,  and  we  commend  you  for  all  the  efforts  that  you 
have  done  to  further  this  goal  for  health  care  consumers. 

This  hearing  has  already  explored  some  very  important  issues, 
issues  such  as  improved  quality  control  of  providers,  the  need  for 
increased  information  about  providers  for  consumers,  the  need  for 
improved  accountability  to  consumers,  not  insurance  company 
bottom  line  when  it  comes  to  utilization  review,  and  access  to  full 
information  about  providers. 

The  main  issue  that  my  testimony  will  address  is  consumer  pref- 
erences with  regard  to  freedom  to  choose  their  own  doctor.  Before 
summarizing  the  key  findings  of  a  recent  Consumers  Union  Gallup 
poll  on  this  issue,  I  would  like  to  outline  the  principles  that  Con- 
sumers Union  supports  as  the  key  elements  of  health  care  reform. 
These  are  the  components  that  we  will  look  for  in  the  administra- 
tion's forthcoming  health  care  proposal  and  any  future  congression- 
al proposals. 

To  meet  the  needs  of  consumers,  any  health  care  reform  plan 
must  offer:  Universal,  quality  health  care — with  comprehensive 
benefits — for  all  U.S.  residents  regardless  of  age,  income,  employ- 
ment status,  or  health  status;  cost  containment  with  a  national 
health  care  budget  and  control  over  wasteful  paperwork  and  proce- 
dures; fair-sharing  financing  with  savings  from  cost  containment  as 
a  central  funding  source  and  additional  funding  obtained  on  a  fair 
and  equitable  basis;  public  accountability  with  consumers  well  rep- 
resented on  all  boards  overseeing  health  care;  and  consumer  choice 
giving  consumers  the  freedom  to  choose  where  they  will  go  for 
health  care  and  who  will  provide  it. 

On  April  20,  1993,  Consumers  Union  released  results  of  a  survey 
that  explored  consumer  preferences  on  health  care  issues,  with  sev- 
eral questions  that  explored  views  on  consumer  choice  of  doctor  in 
detail.  The  survey  was  conducted  for  Consumers  Union  by  the 
Gallup  Organization  on  March  26  through  April  9,  and  1,006  heads 
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of  households  were  asked  a  number  of  questions  about  viewpoint 
on  various  health  issues.  The  findings  about  preferences  on  choice 
of  doctor  were  dramatic  and  show  very  clearly  that  most  Ameri- 
cans care  deeply  about  choice  of  doctor.  They  want  the  freedom  to 
choose  their  own  doctor  when  they  are  healthy,  and  they  want 
access  to  the  best  medical  care  when  they  are  sick. 

The  survey  found:  Of  the  consumers  surveyed,  85  percent  re- 
sponded that  choice  of  doctor  is  very  important  or  somewhat  im- 
portant; they  want  the  option  to  choose  a  doctor  on  their  own 
rather  than  selecting  one  from  a  list  provided  by  a  health  plan; 
Americans  want  to  choose  their  specialists.  When  illness  strikes, 
people  want  the  freedom  to  choose  the  specialist  they  think  can 
provide  the  best  care.  More  than  9  out  of  10  Americans  polled,  91 
percent,  said  it  is  very  important  or  somewhat  important  to  select 
a  specialist  without  being  restricted  to  a  list  provided  by  a  health 
plan.  People  are  willing  to  pay  more  for  health  care  if  they  can 
choose  their  doctors  and  specialized  medical  care  centers.  Fully  43 
percent  of  people  surveyed  with  and  without  family  health  care 
coverage  are  willing  to  pay  $25  or  more  per  month — $300  per 
year — to  preserve  the  right  to  select  a  physician,  and  51  percent  in- 
dicated that  they  are  willing  to  pay  this  amount  to  ensure  access  to 
treatment  at  any  high  quality,  specialized,  medical  care  center. 
Freedom  of  choice  is  important  to  low-income  families.  Even 
though  their  pocketbooks  may  be  strained,  41  percent  of  families 
earning  less  than  $25,000  a  year  are  willing  to  pay  $300  a  year  or 
more  for  health  care  if  they  are  able  to  pick  their  physicians. 
People  care  about  choosing  a  doctor,  not  about  which  insurance 
company  covers  them.  Consumer  choice  means  more  than  shopping 
around  for  a  health  plan.  It  means  freedom  to  choose  a  doctor,  and 
73  percent  of  Americans  polled  said  they  care  more  about  choice  of 
doctor  than  choice  of  insurance  company.  Even  people  who  are  en- 
rolled in  health  maintenance  organizations  [HMO's]  and  preferred 
provider  organizations  [PPO's],  insurance  plans  that  typically  re- 
strict freedom  of  choice  of  doctor,  value  freedom  to  choose  their 
doctor.  Of  people  enrolled  in  HMO's,  78  percent  responded  that 
freedom  of  choice  of  doctor  is  very  important  or  somewhat  impor- 
tant to  them,  compared  with  81  percent  of  those  enrolled  in  PPO's, 
and  91  percent  of  those  who  are  covered  by  a  traditional  insurance 
policy. 

The  strength  of  consumer  feelings  about  the  importance  of  free- 
dom to  select  primary  care  doctors,  specialists,  and  specialized  med- 
ical care  centers  has  important  implications  for  national  health 
care  reform.  Any  health  reform  proposal  that  fails  to  recognize 
that  consumers  want  to  choose  their  doctor — not  their  insurance 
plan — will  never  gain  the  public  support  needed  for  enactment  of 
comprehensive  reform. 

Consumer  choice  of  doctor  matters  to  consumers  because  doctors' 
skills  vary  and  consumers  want  access  to  the  highest  quality  care. 
Before  they  enroll  in  a  health  plan,  consumers  need  full  and  under- 
standable information  about  the  qualifications  of  primary  care  doc- 
tors if  the  health  plan  limits  the  selection  of  primary  care  provid- 
ers. They  need  comprehensive  information  about  alternative  health 
plans,  information  that  could  be  summarized  in  a  "report  card" 
that  would  allow  comparison  between  plans. 
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We  enthusiastically  support  the  chairman's  efforts  to  enhance 
the  effectiveness  of  the  National  Practitioner  Data  Bank  by  allow- 
ing the  public  access  to  the  information  concerning  the  professional 
competence  of  physicians. 

Consumers  Union  is  committed  to  broadening  the  scope  of  the 
Health  Care  Quality  Improvement  Act  of  1986  [P.L.  99-660]  so  that 
not  only  will  the  public  continue  to  enjoy  a  choice  of  doctors  but  it 
will  have  a  meaningful  choice  as  well. 

Special  protections  are  needed  if  a  health  plan  limits  choice  of 
specialist  or  access  to  specialized  medical  centers.  Choice  of  pri- 
mary care  doctor  for  healthy  consumers  raises  one  set  of  issues 
about  needed  information.  A  more  challenging  public  policy  prob- 
lem is  posed  once  a  family  is  enrolled  in  a  health  care  plan  and 
serious  illness  strikes.  It  is  clear  from  our  survey  that  this  fear  of 
limited  choice,  once  illness  strikes,  is  on  people's  minds.  When 
medical  treatment  can  make  the  difference  between  life  and  death, 
consumers  want  to  know  that  they  can  have  access  to  the  best  care 
for  their  families  and  themselves.  The  prospect  of  seriously  ill  con- 
sumers being  locked  into  second  rate  care,  based  on  a  choice  they 
made  when  they  were  healthy,  raises  troubling  issues. 

One  modest  protection  that  should  be  built  into  health  reform 
would  be  full  disclosure  to  consumers  of  the  extent  to  which  plans 
limit  access  to  specialists  and  access  to  specialized  medical  care 
centers  such  as  the  Mayo  Clinic.  Another  protection  that  should  be 
considered  is  building  in  some  flexibility,  with  the  possibility — fully 
disclosed  of  course — that  should  serious  illness  strike,  consumers 
could  have  access  to  specialized  centers  or  specialists  outside  the 
plan,  for  a  modest  increase  in  cost-sharing  or  premiums. 

As  bad  as  a  onetime  need  to  change  primary  care  doctors  could 
be,  it  is  crucial  that  health  reform  not  require  consumers  to  make 
regular,  even  annual,  changes  in  providers. 

Low-income  consumers  care  deeply  about  freedom  to  choose  their 
doctors;  low-income  consumers  should  have  the  same  range  of 
health  care  options  that  high-income  consumers  have,  to  avoid  a 
multitier  health  care  system. 

Thank  you  for  providing  Consumers  Union  with  this  opportunity 
to  present  these  findings  to  the  subcommittee  about  consumer  sup- 
port for  key  elements  of  national  health  care  reform. 

[Ms.  Shearer's  statement,  with  attachments,  may  be  found  in  the 
appendix.] 

Chairman  Wyden.  Thank  you.  It  is  very  helpful,  and  I  will  have 
some  questions  in  a  few  moments. 

Chairman  Wyden.  Ms.  Cooney,  why  don't  we  go  to  you.  Thank 
you  for  all  the  good  work  that  you  have  been  doing  on  this  effort  to 
put  in  place  a  strong  consumer  coalition. 

TESTIMONY  OF  BENTE  COONEY,  CHAIR,  WORKING  GROUP  ON 
CONSUMER  INFORMATION,  COALITION  FOR  CONSUMER  PRO- 
TECTION AND  QUALITY  IN  HEALTH  CARE  REFORM 

Ms.  Cooney.  Thank  you,  Mr.  Chairman.  I  am  Bente  Cooney, 
senior  policy  analyst  with  the  National  Committee  to  Preserve 
Sociad  Security  and  Medicare.  Today,  I  am  here  to  testify  as  chair 
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of  the  Workgroup  on  Consumer  Information  for  the  Coalition  for 
Consumer  Protection  and  Quality  in  Health  Care  Reform. 

The  consumer  coalition  consists  of  more  than  30  members  and 
supporting  organizations.  It  was  started  earlier  this  year  and  has 
grown  rapidly  over  the  past  few  months.  Consumers  are  concerned 
lest  health  care  reform's  focus  on  costs-capping,  reducing  and  man- 
aging the  cost  of  a  new  health  care  system  overshadow  the  critical 
need  for  quality  assurance  and  consumer  protection. 

Consumer  information  is  important  in  any  health  care  system, 
but  it  is  especially  essential  in  a  health  care  system  based  on  the 
theory  of  managed  competition.  The  concept  assumes  consumers 
will  stimulate  high  quality  and  low  costs  through  their  choices  of 
health  care  plans  and  providers.  Consumer  information  is  a  poten- 
tially powerful  tool  that  could  give  consumers  increased  control 
over  their  own  health  care.  However,  consumer  choices  will  be  only 
as  good  as  the  data  provided. 

Quality  of  information.  Consumer  information  should  be  man- 
aged by  entities  independent  of  the  health  plans  and  the  health  al- 
liances. A  national  entity  such  as  a  national  health  board  should 
be  responsible  for:  One,  establishing  uniform  data  formats;  two,  set- 
ting standards  for  collecting  and  analyzing  data;  and  three,  deter- 
mining how  the  data  should  be  distributed  on  the  national,  State, 
and  plan  levels.  It  is  essential  that  the  data  and  information  be  ac- 
curate, reliable,  comparable,  timely,  and  easy  to  understand.  It 
must  also  be  available  in  different  languages  and  formats  for 
people  with  special  challenges  such  as  the  visually  impaired. 

We  want  to  make  it  clear,  however,  that  even  good  consumer  in- 
formation will  not  eliminate  the  need  for  appropriate  grievance 
and  appeals  procedures,  internal  and  external  quality  assurance, 
and  external,  independent  oversight  and  monitoring  of  the  health 
care  system. 

We  believe  that  consumer  information  must  be  more  than  a 
"report  card."  Perhaps  a  better  description  would  be  a  "consumer 
guide"  for  plan  selection  and  use. 

There  are  probably  hundreds  of  ways  to  present  information  to 
consumers,  but,  at  this  point,  we  envision  four  main  categories  of 
information:  One,  plan-specific  descriptions;  two,  plan-specific  qual- 
ity report  cards  including  enrollee  surveys;  three,  provider  and 
practitioner-specific  descriptions;  and  four,  condition-specific  pro- 
vider and  practitioner  quality  reports  cards  including  enrollee  sur- 
veys. 

The  first  two  categories,  plan-specific  descriptions  and  plan-spe- 
cific report  cards,  would  be  primary  elements  of  the  consumer 
guide,  while  the  third  and  fourth  categories  would  be  available  on 
request. 

I  refer  you  to  the  attached  draft  white  paper  on  Minimum  Re- 
quirements for  Consumer  Information,  which  is  being  developed  by 
the  coalition  for  a  more  detailed  discussion  of  these  categories.  We 
would  appreciate  it  being  included  in  the  record. 

Chairman  Wyden.  Without  objection,  we  will  enter  it  into  the 
record. 

[The  information  may  be  found  in  the  appendix.] 

Ms.  CooNEY.  The  first  section  of  the  consumer  guide  should  de- 
scribe plan  configurations,  how  the  health  care  delivery  system 
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works,  how  to  use  the  consumer  guide,  how  to  appeal  a  health  care 
decision,  how  to  resolve  complaints,  and  how  to  contact  a  health 
ombuds  or  counseling  program.  Next,  they  will  need  to  know  pre- 
miums and  other  out-of-pocket  costs,  and  the  benefits  and  services 
of  each  plan  option.  The  goal  is  to  enable  the  consumer  to  compare 
health  care  plans  in  a  given  health  alliance. 

Examples  in  this  category  would  be:  Out-of-pocket  costs;  cost  of 
using  services  outside  the  plan;  policy  on  using  services  outside  the 
plan;  benefits  covered;  service  locations;  and  rate  of  board-certified 
physicians. 

The  center  piece  of  the  consumer  guide  should  be  a  report  card 
comparing  plans  based  on  quality  indicators  and  results  of  enroUee 
surveys  indicating  satisfaction  rates  among  current  users.  When 
appropriate,  national  averages  should  be  provided  for  comparison. 

In  addition  to  including  performance  measures  such  as  percent  of 
enroUees  who  have  received  preventive  care,  for  example,  annual 
physicals  and  mammograms,  the  report  card  should  list  indicators 
of  undesired  occurrences,  such  as  inappropriate  use  of  medication, 
readmissions  within  certain  time  periods  of  hospital  discharges, 
and  hospital-acquired  infections. 

A  standard  survey  should  be  developed  to  measure  satisfaction 
among  health  plan  participants.  It  could  have  some  regional,  indi- 
vidualized characteristics,  but  the  main  body  of  the  survey  should 
be  consistent  across  the  country  so  that  it  can  be  used  for  national 
comparisons. 

The  survey  should  be  short,  clear,  and  contain  questions  related 
to  acceptability,  availability,  and  accessibility,  such  as:  Overall  sat- 
isfaction with  care  received;  convenience  of  location  of  doctors  and 
hospitals;  excessive  paperwork  or  bureaucratic  hassles;  length  of 
time  spent  in  the  waiting  room;  length  of  time  spent  with  the  prac- 
titioner; and  degree  to  which  questions  were  answered. 

Also,  information  about  disenrollment  and  the  number  of  enroll- 
ee  complaints  would  be  an  indication  of  satisfaction/dissatisfaction 
with  the  plan. 

Further  details  on  plans  and  their  health  care  professionals 
should  be  provided  on  a  per-request-basis,  either  from  the  plans 
themselves  or  from  the  health  alliance.  For  example,  if  a  consumer 
is  trying  to  decide  between  plan  A  and  plan  B,  he  or  she  may  want 
to  review  a  more  detailed  description  of  the  plan  written  in  a 
standardized  format  to  be  determined  by  a  national  entity. 

Information,  such  as  fact  sheets  on  each  of  the  physicians  in  the 
plan,  their  training,  years  of  practice,  board  certification,  faculty 
responsibilities,  and  confirmed  disciplinary  actions,  such  as  repeat- 
ed malpractice  payments,  would  be  provided  in  this  documentation. 
Fact  sheets  on  individual  hospitals  with  lists  of  services  and  other 
details  should  be  available.  The  same  type  of  information  could  be 
developed  for  home  health  agencies,  laboratories,  pharmacies,  and 
other  contracted  health  providers. 

Condition-  or  treatment-specific  information  is  important  to  the 
person  who  faces  a  major  operation  or  health  care  decision  and 
should  be  available  upon  request.  This  information  is  different 
from  the  plan-specific  information  in  that  it  includes  both  hospital- 
and  physician-specific  practice  profiles  and  outcomes  data  on  a  par- 
ticular procedure  or  condition. 
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This  is  similar  to  what  has  been  done,  as  we  heard  earlier  today, 
for  coronary  artery  bypass  graft  surgery  in  both  Pennsylvania  and 
New  York.  The  information  could  be  presented  either  on  a  nation- 
wide or  a  regionwide  basis  and  could  be  available  from  the  national 
health  board  or  its  designees.  The  data  should  be  appropriately  ad- 
justed for  severity  to  avoid  skewing  outcomes  for  surgeons  and  hos- 
pitals serving  a  more  valuable  population. 

For  a  particular  condition,  this  data  could  include:  Number  of 
surgeries  performed  by  hospital  or  by  surgeon;  and  death  rates 
within  certain  time  periods. 

Information  obtained  through  the  enroUee  satisfaction  surveys 
which  addresses  condition-specific  provider  and  practitioner  quality 
and  outcomes  should  be  part  of  this  report  card. 

Conclusion.  Consumer  information  must  be  developed  with  the 
consumers'  needs  in  mind.  Information  should  be  available  in  writ- 
ten, verbal,  and  electronic  forms.  It  will  need  to  be  available  in  dif- 
ferent languages  and  forms  for  challenged  populations.  Independ- 
ent health  care  counseling  should  be  available  to  assist  consumers 
when  necessary.  The  success  of  health  care  reform  is  largely  de- 
pendent on  the  ability  of  consumers  to  make  wise  choices  and  in- 
fluence the  quality  and  cost  of  health  care.  Therefore,  the  plans 
must  provide  the  consumer  with  the  necessary  tools  for  good  deci- 
sionmaking. This  will  require  resources,  but  we  believe  it  is  a  cost- 
effective  investment  over  time. 

Finally,  good  information  and  decisions  alone  will  not  ensure 
quality  care.  Quality  assurance  measures,  grievance  and  appeals 
procedures,  and  independent,  external  entities  must  be  in  place  to 
monitor  quality  and  enforce  standards. 

The  organizations  that  are  working  with  the  coalition  stand 
ready  to  work  with  you  on  these  and  other  consumer  protection 
issues  in  health  care  reform. 

[Ms.  Cooney's  statement,  with  attachment,  may  be  found  in  the 
appendix.] 

Chairman  Wyden.  Ms.  Cooney,  thank  you.  It  is  very  helpful. 

Chairman  Wyden.  Dr.  Wolfe,  welcome.  We  thank  you  for  the  co- 
operation that  you  and  Public  Citizen  have  shown  the  subcommit- 
tee. 

TESTIMONY  OF  SIDNEY  M.  WOLFE,  M.D.,  DIRECTOR,  PUBLIC 
CITIZEN'S  HEALTH  RESEARCH  GROUP 

Dr.  Wolfe.  I  would  like  to  start  out  by  responding  to  a  question 
you  £isked  someone  on  the  previous  panel,  which  is,  what  is  the 
nature  of  the  barriers  that  have  been  erected  to  getting  this  infor- 
mation? It  is  ironic  that  literally  20  years  ago  next  week  we  were 
in  the  process  of  collecting  data  for  what  was  going  to  be  the  first 
doctors  directory  in  the  country  in  Prince  Georges  County  in  subur- 
ban Maryland.  As  we  were  collecting  data,  the  doctors  in  Prince 
Georges  County  were  threatened  with  loss  of  license  by  their  State 
medical  society  on  the  grounds  that  information  that  showed  differ- 
ences between  doctors  was  illegal. 

We  have  come  a  long  way  since  then.  We  sued  the  Maryland 
State  Medical  Society  in  Federal  court  arguing  that  this  abridged 
the  First  Amendment,  and  the  Federal  Trade  Commission  beat  up 
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on  them  on  antitrust  grounds,  and  at  least  directories  of  doctors, 
coming  from  wherever,  are  no  longer  illegal.  Advertising  has  gone 
probably  a  little  too  far  to  the  other  side  perhaps.  But  the  barriers 
to  information  persist. 

As  you  know,  several  weeks  ago  the  American  Medical  Associa- 
tion passed  a  resolution  calling  for  the  dissolution  of  the  National 
Practitioner  Data  Bank.  So,  whereas  we  are  having  a  hearing  to 
talk  about  opening  up  the  data  bank  so  that  people,  both  patient 
people  and  doctor  people,  such  as  I,  can  have  access  to  it,  the 
American  Medical  Association,  trapped  in  what  we  will  have  to  de- 
scribe as  the  earlier  part  of  the  20th  Century  or  the  19th  Century, 
as  we  move  into  the  21st  Century,  wants  to  just  dissolve  the  data 
bank. 

I  think  the  battle  is  on.  The  question  is:  Does  the  public  support 
the  idea  that  information,  that  was  collected  very  carefully 
through  the  law  that  you  helped  to  pass  in  1986,  should  be  abol- 
ished on  one  hand,  as  the  AMA  would  like  to  have  happen,  or 
should  we  open  it  up  so  that  some  of  the  very  useful  information  in 
there  can  be  made  public? 

To  give  an  idea  at  an  aggregate  level  of  what  kind  of  information 
is  in  there,  we  asked  the  National  Practitioner  Data  Bank  for  its 
latest  report. 

In  a  report  dated  June  18,  1993,  these  are  the  kinds  of  data  that 
are  in  the  data  bank:  For  6,435  practitioners,  mainly  physicians, 
there  is  some  kind  of  adverse  action  including  mainly  State  disci- 
plinary actions  but  also  2,500  reports  of  people  who  have  lost  their 
admitting  privileges  to  hospitals  or  had  them  restricted  because,  at 
the  level  where  they  are  practicing,  the  medical  staff  does  not 
think  they  are  doing  a  good  enough  job;  in  addition,  there  are 
41,000  practitioners,  mainly  physicians,  who  have  had  one  or  more 
malpractice  payouts  against  them.  It  turns  out  we  have  started,  as 
you  know,  our  own  national  practitioner  data  bank  in  rebellion  to 
the  fact  that  the  publicly  funded  one  is  kept  secret.  Ours  is  public. 
Our  does  not  have  certain  kinds  of  data,  it  doesn't  have  malprac- 
tice payouts,  it  doesn't  have  the  hospital  licensing  actions,  but  it 
does  have  other  kinds  of  actions  such  as  the  State  disciplinary  ac- 
tions. 

When  you  look  at  the  data,  we  see  that  doctors  are  being  disci- 
plined in  the  States  for  things  such  as  misprescribing  or  overpre- 
scribing  of  drugs,  substandard  care,  incompetence  or  negligence, 
personal  history  of  drug  or  alcohol  abuse,  and  criminal  convictions. 

For  the  first  three  that  I  mentioned,  the  majority  of  those  doc- 
tors who  have  been  disciplined  did  not  have  their  licenses  taken 
away,  did  not  have  them  suspended,  but  they  are  still  practicing 
medicine.  So,  physicians  who  have  been  incompetent  and  physi- 
cians, in  some  instances,  who  have  been  convicted  of  crimes  are  out 
there  practicing  medicine  and,  in  many  cases,  injuring  or  killing 
patients,  and  the  patients  don't  have  the  foggiest  notion  that  some- 
thing happened  to  these  doctors. 

The  issue  is  not  whether  one  tiny  piece  of  information  in  the 
data  bank,  per  se,  should  be  used  as  a  grounds  for  convicting  a 
doctor,  but  anyone  who  wants  to  decide  on  a  basis  for  going  to  a 
doctor,  or,  in  my  case,  referring  a  patient  to  a  doctor,  needs  to  have 
the  full  array,  and  the  data  bank  as  it  is  currently  constituted  is 


51 

only  the  beginning  of  the  kind  of  information  we  should  have  about 
doctors. 

You  have  heard  a  lot  of  other  kinds  of  things  that  should  be  in  a 
data  bank  at  the  Federal  or  State  level.  If  I  wanted  to  refer  you, 
Congressman  Wyden,  to  another  doctor,  even  though  I  am  a  physi- 
cian, I  cannot  find  out  from  the  data  bank  whether  this  doctor  has 
had  his  or  her  license  in  trouble  with  the  State  unless  I  go  to  the 
State.  I  cannot  find  out  whether  there  has  been  one  or  many  mal- 
practice payouts.  I  cannot  find  out  whether  that  doctor  was  thrown 
off  of  the  staff  of  a  hospital,  because  even  though  I  am  a  physician, 
I  am  excluded  from  the  data  bank  just  as  much  as  a  patient  is.  I 
can  find  out  about  my  own  record.  I  am  not  in  the  data  bank,  I  am 
happy  to  say,  but  the  point  is  that  I  cannot  use  the  data  bank  as 
the  valuable  resource  for  referrals  that  it  could  be. 

In  summary,  there  is  valuable  information  in  the  data  bank,  and 
in  the  future  there  will  be  even  more  valuable  information.  It  is 
inexcusable,  as  is  currently  the  case  by  law,  that  there  is  not  any 
access  to  it. 

We  strongly  support  efforts  to  open  it  up  as  promptly  as  possible 
and  efforts  to  repel  the  antiquated  notions  of  the  American  Medi- 
cal Association  that  it  should  be  dissolved  and  that  patients  don't 
have  a  right. 

The  battle  is  very  simple.  It  is  the  patients'  right  to  know  this 
kind  of  information  and  more  versus  the  doctors'  right  to  hide  and 
keep  secret  information  that  for  a  small  fraction  of  doctors  will 
show  the  public  that  there  are  problems.  We  are  really  talking 
about  the  small  fraction  of  doctors. 

In  the  data  bank  right  now  are  fewer  than  10  percent  of  the  doc- 
tors in  the  United  States.  As  you  said  repeatedly  during  the  hear- 
ing, most  doctors  are  practicing  good  medicine,  and  those  doctors 
should  not  be  in  the  least  bit  concerned  about  having  information 
made  public  about  their  peers  who  are  giving  medicine  a  bad  name 
and  causing  other  problems. 

Thank  you. 

[Dr.  Wolfe's  statement  may  be  found  in  the  appendix.] 

Chairman  Wyden.  Dr.  Wolfe,  thank  you.  I  will  have  some  ques- 
tions in  a  moment. 

I  think  those  numbers  are  consistent  with  what  we  picked  up  as 
well  and  are  very  revealing.  You  say  there  are  more  than  500,000 
physicians  in  the  United  States.  You  all  have  numbers  between 
6,000  and  7,000  which  is  in  line  with  what  the  subcommittee  has. 
The  vast  majority  of  doctors  in  our  country  clearly  are  in  line  with 
what  we  have  been  discussing  here,  and  that  is  the  professional 
standards  that  the  public  has  a  right  to  expect. 

What  we  are  talking  about  is  a  very  small  fraction.  I  will  have 
some  additional  questions  in  a  moment. 

Ms.  Wittkin,  we  thank  you.  You  also  have  been  very  helpful  to 
us  in  terms  of  preparing  for  the  hearing.  We  appreciate  that. 
Please  proceed. 
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TESTIMONY  OF  LAURA  WITTKIN,  EXECUTIVE  DIRECTOR, 
NATIONAL  CENTER  FOR  PATIENTS'  RIGHTS 

Ms.  WiiTKiN.  Good  afternoon.  My  name  is  Laura  Wittkin.  I  am 
the  executive  director  of  the  National  Center  for  Patients'  Rights, 
which  is  a  malpractice  victims'  and  patients'  rights  advocacy  and 
support  group. 

I  would  like  to  thank  you  for  inviting  us  to  participate  in  this 
hearing  today  to  examine  the  need  for  consumers  to  make  in- 
formed choices  about  their  practitioners,  their  providers,  and 
health  care  plans.  This  is  certainly  an  issue  of  paramount  impor- 
tance to  anybody  seeking  health  care  in  this  country  today. 

The  Center  for  Patients'  Rights  assists  victims  and  medical  con- 
sumers throughout  the  country.  We  have  chapters  in  Massachu- 
setts, New  York,  and  West  Virginia.  We  receive  about  200  phone 
calls  a  week  from  consumers  across  the  country,  and  85  percent  of 
the  calls  that  we  get  are  from  people  who  have  been  already 
harmed  by  poor  care. 

In  addition  to  their  seeking  victim  support,  guidance  with  how  to 
file  a  complaint,  and  how  to  exercise  their  legal  rights,  they  are 
also  often  desperately  ill,  in  need  of  medical  attention,  but  unable 
to  find  proper  care  and  attention. 

They  have  lost  faith  in  the  profession  and  in  their  own  ability  to 
judge  whether  a  physician  is  competent  or  not.  That  is  classic  of 
malpractice  victims.  But  no  matter  why  people  contact  us  initially, 
in  the  end,  most  consumers  share  a  common  frustration  and  appre- 
hension about  the  lack  of  public  access  to  quality-related  informa- 
tion. They  contact  our  group  hoping  that  we  can  provide  them 
names  of  doctors  and  hospitals  or  show  them  how  they  can  find 
those  doctors  and  hospitals.  But  the  fact  is  that,  for  the  most  part, 
we  cannot  help  them. 

The  reality  is  that  despite  the  fact  that  we  live  in  one  of  the 
most  technologically  and  scientifically  advanced  countries  in  the 
world,  it  is  virtually  impossible,  as  you  have  already  heard  here 
today,  for  consumers  to  find  out  about  the  quality  of  health  care 
providers. 

Although  it  does  sound  like  a  cliche,  because  we  have  heard  it  so 
many  times,  it  is  true,  we  do  know  more  about  our  toasters,  our 
TV's,  and  our  cereals  than  we  know  about  the  doctors  in  whose 
hands  we  place  our  lives  and  the  lives  of  our  loved  ones. 

Trying  to  uncover  this  information  really  takes  the  expertise  and 
the  perseverance  of  a  detective.  Our  organization  attempts  to  pro- 
vide consumers  with  the  information  that  is  out  there  and  avail- 
able, but  it  really  is  not  easy.  We  provide  information  such  as:  How 
to  check  on  your  doctor  by  looking  at  their  State  medical  board 
records;  how  to  attempt  to  find  out  about  malpractice  information; 
and  how  to  attempt  to  find  out  if  a  doctor  has  had  a  problem  in  a 
hospital,  as  well  as  information  about  hospital  affiliations  and 
board  certifications. 

Generally,  State  medical  boards  provide  very  limited  informa- 
tion. If  you  don't  ask  the  questions  in  the  right  way,  you  either 
don't  get  the  answer  or  you  get  the  wrong  answer.  That  is  really  a 
problem.  It  is  like  having  to  speak  51  different  languages  when  you 
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deal  with  State  medical  boards.  Everyone  has  their  own  rules  and 
ways  of  op)erating. 

In  addition  to  providing  some  disciplinary  information,  at  least 
half  the  State  medical  boards  in  this  country  will  give  you  informa- 
tion about  doctors  who  have  been  formally  charged  with  medical 
misconduct.  But  again,  if  the  consumer  does  not  know  to  ask  the 
question,  and  most  don't,  they  will  not  be  provided  with  this  infor- 
mation. 

About  a  handful  of  boards  out  there  also  provide  some  informa- 
tion about  malpractice-related  data.  Again,  you  have  to  know  how 
to  ask  the  question,  or  you  won't  be  told.  Most  of  the  malpractice 
information  that  is  provided  by  the  State  medical  boards  is  very 
sketchy  information.  They  don't  keep  up  to  date  in  terms  of 
making  sure  they  get  the  information  from  the  courts  or  from  the 
insurance  carriers  on  a  timely  basis  so  that  they  have  the  most 
current  information.  So,  if  you  are  calling  to  find  out  about  a 
doctor,  you  may  or  may  not  be  getting  accurate  information. 
Checking  on  a  doctor's  malpractice  history  is  usually  a  very  daunt- 
ing and,  at  times,  undoable  task. 

Depending  on  where  you  live,  you  may  or  may  not  be  able  to  go 
to  the  court  house  and  find  out  about  some  malpractice  cases 
against  your  doctor.  Some  courts  file  cases  by  plaintiff  only,  others 
by  defendant  only,  and  some  courts  cross  reference.  If  a  court  files 
by  plaintiff  only,  which  is  the  case  with  many  courts  in  this  coun- 
try, you  cannot  access  information  about  doctors  unless  you  have 
months  to  spend  and  resources  available  to  do  a  very  extensive 
courthouse  search. 

If  a  doctor  works  in  more  than  one  county  in  a  State  or  has 
moved  from  one  part  of  the  State  to  the  other  or  even  from  an- 
other State,  consumers  are  going  to  be  missing  a  vitally  important 
piece  of  somebody's  practice  pattern  and  malpractice  history. 

Finding  out  about  doctors  who  have  had  problems  in  hospitals  is 
also  virtually  impossible  unless  the  incident  ultimately  resulted  in 
either  an  action  by  a  State  medical  board  or  some  sort  of  a  public 
lawsuit.  This  really  presents  a  critical  problem  for  medical  consum- 
ers out  there  because  it  is  common  for  doctors  who  lose  privileges 
in  one  hospital  to  still  be  able  to  get  privileges  or  retain  privileges 
in  other  hospitals. 

Again,  this  leaves  consumers  totally  unaware  and  vulnerable. 
Even  when  a  State  medical  board  does  take  an  action  based  on 
something  that  happened  in  a  hospital  with  a  doctor,  we  know  how 
slowly  those  wheels  turn,  and  it  can  literally  take  years  before  that 
doctor  is  publicly  identified  as  someone  who  is  a  dangerous  practi- 
tioner. 

People  interested  in  learning  more  about  their  hospitals  also  face 
frustration  and  disappointment  pretty  much  across  the  board  be- 
cause there  really  is  a  void  of  information  out  there. 

Comparative  data,  which  you  already  heard  about  this  morning, 
while  promising,  is  still  in  its  infancy  and  will  take  years  to  fully 
develop.  States  which  are  already  producing  some  of  this  informa- 
tion, like  New  York,  for  example,  have  not  been  able  to  ensure 
that  consumers  are  actually  getting  access  to  this  data. 

Anything  we  look  at  in  terms  of  creating  these  outcome  data  pro- 
grams must  also  include  some  plan  to  ensure  that  those  people  who 
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needed  information  programs  and  can  benefit  from  them,  will  actu- 
ally be  able  to  access  them.  Most  people  cannot  rely  on  hospital 
oversight  agencies  to  provide  either  publicly  disclosable,  easily 
available,  or  even  reliable  information  about  hospitals. 

As  far  as  managed  care  plans  are  concerned,  there  really  is  a 
dearth  of  information  out  there  about  the  quality  of  HMO's  and 
other  managed  care  plans.  Even  though  things  are  slowly  begin- 
ning to  open  up,  it  will  take  a  while. 

When  I  was  listening  to  Ms.  Perez  earlier  today,  I  was  really 
struck  by  what  she  said  because  I  have  had  to  personally  intervene 
on  behalf  of  medical  consumers  in  a  number  of  States  who  have 
been  subjected  to  the  same  kinds  of  inhuman  abuse  and  mistreat- 
ment that  Mrs.  Perez  has  received  at  the  hands  of  her  HMO.  I 
think  it  is  absolutely  disgraceful. 

If  the  Clinton  health  care  reform  model  becomes  a  reality,  and 
we  certainly  hope  it  doesn't  in  its  current  state,  informed  consumer 
choice  will  play  a  key  role  in  ensuring  and  improving  quality  of 
health  care  in  this  country.  Under  this  model,  which  emphasizes 
cost  control  and  strips  away  the  individual  freedoms  and  rights  of 
consumers  to  make  choices  about  practitioners,  it  is  essential  that 
consumers  have  access  to  information  about  the  quality  of  their 
providers'  care.  This  data  will  enable  us  to  better  identify  those 
doctors  who  will  be  most  appropriate  for  our  needs. 

It  is  not  acceptable  or  advisable  for  employers  alone  to  have 
access  to  this  comparative  data.  Too  often,  employers  and  health 
care  plans'  bottom  line  is  money.  But  the  consumers'  bottom  line, 
as  you  have  heard  here  all  morning,  is  ensuring  that  there  are 
good,  competent  practitioners  out  there  caring  for  themselves  and 
their  families.  Health  care,  frankly,  is  too  important  an  issue  to 
leave  in  the  hands  of  a  middleman. 

Even  though  the  idea  of  the  comparative  data  is  new,  the  idea  of 
keeping  data  out  of  the  hands  of  consumers,  unfortunately,  is  not.  I 
know  you  have  heard  about  the  coronary  bypass  procedure  data  in 
New  York  State,  which  is  really  quite  wonderful,  but  NY  doctors 
are  hard  at  work  right  now  trying  to  get  the  names  of  the  individ- 
ual doctors  shielded  so  that  they  are  no  longer  identified  in  the 
outcome  data  reports.  If  that  happens,  obviously,  it  will  greatly  di- 
minish the  usefulness  of  that  data  and  once  again  leave  medical 
consumers  out  there  on  their  own,  unable  to  make  important,  in- 
formed decisions  about  their  care. 

In  addition  to  having  access  to  comparative  data,  which  we  think 
is  wonderful,  and  we  certainly  should  be  looking  to  expand  that 
area,  we  also  need  access  to  the  National  Practitioners'  Data  Bank 
or  doctors  like  Steven  Dell  will  just  continue  to  harm,  kill,  and 
maim  innocent  patients  across  this  country. 

The  information  in  the  data  bank  should  be  accessible  in  its  en- 
tirety in  order  to  provide  a  useful  profile  of  a  practitioner.  In  our 
written  testimony,  we  have  attempted  to  outline  for  you  how  unbe- 
lievably difficult  it  is  for  most  of  us  who  get  information  about  doc- 
tors and  hospitals.  Access  to  the  information  from  a  centralized 
source  such  as  the  data  bank  will  save  time  and  money,  but  most 
importantly  it  will  save  lives. 

As  we  move  into  this  new  age  of  health  care  delivery  in  this 
country,  our  Government  must  strive  to  create  the  best  possible 
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system  with  accurate  comparative  data  that  has  been  properly  risk 
adjusted,  and  they  must  ensure  that  the  pubUc  is  not  left  out  of 
this  process.  It  is  essential  that  both  outcome  data  and  information 
from  the  National  Practitioners'  Data  Bank  be  available  on  line 
and  easily  accessible  through  libraries,  doctors'  offices,  hospitals, 
and  by  telephone. 

Our  Government  must  also  make  certain  that  there  are  ongoing 
outreach  and  education  programs  to  teach  consumers  how  to  make 
the  most  of  this  data  as  well  as  to  learn  more  about  what  their 
rights  are  and  how  to  exercise  those  rights  in  a  new  health  care 
model. 

We  have  a  growing  epidemic  of  medical  malpractice  in  this  coun- 
try. It  is  a  problem  I  know  all  too  well.  This  is  what  CPR  does  all 
day  long— deal  with  victims.  All  of  us  at  the  center  for  Patients 
Rights  have  had  personal  experiences  with  malpractice.  It  is  an 
epidemic.  The  Harvard  study's  figures  are  horrifying;  at  least 
90,000  people  a  year  in  hospitals  die  from  malpractice.  We  wonder 
how  many  more  families  will  have  to  endure  what  the  Bennetts 
have  or  the  what  the  Millers  or  Ms.  Perez  have.  How  can  we  even 
consider  making  such  a  dramatic  change  in  the  health  care  system 
in  this  country  without  first  placing  quality  at  the  top  of  the  health 
care  agenda? 

Our  legislators  and  Government  officials  must  recognize  and  sup- 
port the  need  for  consumers  to  be  empowered  with  information  to 
protect  themselves  from  dangerous  practitioners  and  make  the  best 
possible  selections  for  their  health  care. 

[Ms.  Wittkin's  statement  may  be  found  in  the  appendix.] 

Chairman  Wyden.  Thank  you  for  excellent  testimony. 

You  all,  in  effect,  are  really  on  the  street,  in  the  sense  that 
people  come  to  you.  AH  of  you  have  given  excellent  testimony. 

Ms.  Wittkin,  I  will  start  with  you.  I  personally  am  encouraged 
and  optimistic  about  this  time,  frankly,  as  it  relates  to  the  con- 
sumer rights  agenda.  I  think  we  have  a  very  strong  hand  to  play 
around  this  argument,  that  if  you  are  going  to  create  all  these 
health  alliances  and  you  are  going  to  have  some  form  of  managed 
competition,  you  have  to  give  people  the  life  blood — they  have  to 
have  access  to  the  essence  of  what  is  going  to  make  it  work — which 
is  good  information  that  is  objective  and  up  to  date.  It  must  not 
have  the  kind  of  lag  time  that  you  are  talking  about. 

I  have  made  it  very  clear  that  I  am  going  to  push  hard  to  make 
this  a  key  building  block  of  any  reform  efforts. 

Why  don't  we  start,  and  each  of  you  touch  on  this,  with  you,  Ms. 
Wittkin.  What  do  you  think  the  most  important  information  ought 
to  be  as  it  relates  to  consumer  rights? 

I  would  obviously  want  to  get  the  widest  array  of  good  and  objec- 
tive information  that  I  can  as  we  go  through  this  reform  effort, 
but,  obviously,  I  ought  to  try  to  get  the  most  important  aspects,  the 
kinds  of  comparative  data  out  there  and  get  that  in  this  reform 
effort  as  quickly  £is  possible. 

Would  this  include  things  like  the  rate  of  payouts  or  sanctions? 
What  would  be  the  three  or  four  areas  of  data  based  on  the  work 
that  you  do  at  the  patients  rights  center  that  are  absolutely  the 
most  important  in  terms  of  consumers  rights  in  this  national  bill? 
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Ms.  WiTTKiN.  We  are  asked  about  malpractice  and  disciplinary 
information  most.  That  probably  reflects  the  atmosphere  out  there, 
and  also  the  fact  that  there  is  not  any  other  kind  of  data  available. 
People  are  looking  to  protect  themselves  from  harm,  and  they  want 
to  know  who  the  bad  guy  is,  so  to  speak. 

Most  of  the  information  that  people  come  looking  for  has  to  do 
with  punitive  things,  but  that  doesn't  mean  we  don't  feel  equally 
strongly  about  the  need  for  good  outcome  and  comparative  data. 

I  am  someone  who  has  to  call  on  the  medical  profession  often.  I 
have  a  rare  disease.  I  also  was  a  malpractice  victim.  I  need  a  lot  of 
medical  care  and  attention.  I  think  it  is  as  important  to  have  infor- 
mation about  what  people  and  facilities  do  well  as  it  is  about  the 
punitive  information.  I  don't  think  you  can  sacrifice  one  for  the 
other  or  merely  concentrate  on  one  and  not  do  the  other. 

It  will  take  time  to  develop  the  comparative  outcome  data,  al- 
though we  are  making  inroads.  In  the  meantime,  people  need  to 
know  who  the  bad  doctors  are  and  what  substandard  facilities  are 
out  there.  I  cannot  choose  one  above  the  other. 

Chairman  Wyden.  Ms.  Shearer,  what  would  be  your  priorities  in 
terms  of  access  to  information  in  the  national  bill. 

Ms.  Shearer.  I  would  start  with  basic  medical  malpractice  infor- 
mation. But  on  top  of  that,  and  this  is  especially  important  for  sur- 
geons and  specialists,  information  about  the  number  of  times  they 
have  performed  different  procedures  such  as  cataract  procedures  or 
whatever  type  of  operation  and ,  their  success  rate  in  performing 
these  procedures. 

Another  type  of  information  that  would  be  helpful  would  be  in- 
formation on  the  percentage  of  births  done  by  caesarean  for  differ- 
ent providers.  I  am  scratching  the  surface.  I  think  for  all  providers, 
be  they  doctors,  HMO's,  or  health  plans,  we  need  a  very  compre- 
hensive, full  array  of  information  to  allow  consumers  to  make  an 
informed  decision. 

Ms.  CooNEY.  Clearly,  the  consumers  need  to  know  about  the 
practitioner  providing  the  services  for  them.  Additionally,  now  that 
we  are  moving  toward  a  prepaid  system,  it  is  important  for  con- 
sumers to  know  a  lot  about  the  prepaid  plan  they  may  be  joining. 
What  are  the  policies  about  going  outside  the  plan?  What  are  their 
choices  within  the  plan? 

It  is  important  for  them  to  access  information  about  an  individ- 
ual practitioner  in  that  plan,  so  they  can  compare  a  practitioner  in 
one  plan  with  the  next  plan  before  they  decide  which  to  join.  Once 
they  are  in  a  plan,  and  they  become  ill,  they  need  to  know  what 
are  some  of  the  outcomes  of  individual  practitioners  and  what  are 
their  profiles,  as  well  as  that  of  the  hospital.  We  must  not  ignore 
the  hospital  and  the  other  providers,  nursing  homes,  home  health 
services,  et  cetera. 

Chairman  Wyden.  Dr.  Wolfe. 

Dr.  Wolfe.  I  agree,  one  should  not  say  we  can  only  have  this  or 
this.  It  should  be  all  of  the  above.  As  they  are  tested  and  are  shown 
to  be  accurate  and  useful,  they  should  be  accepted. 

We  think  about  Canada  which  is  a  single-payor  system.  They 
tried  it  in  Saskatchewan  before  going  national.  We  had  the  experi- 
ments in  New  York  in  a  more  limited  way,  and  in  Pennsylvania, 
the  more  extensive  way  of  implementing  and  putting  out  informa- 


57 

tion  that  describes  at  the  level  of  the  hospital  and  the  individual 
doctor  how  they  are  practicing. 

Ultimately,  that  should  be  added  to,  layered  on,  the  kinds  of  in- 
formation that  is  now  in  the  data  bank,  although  one  of  the  kinds 
of  information  that  should  be  in  the  data  bank  is  not  in  there,  and 
that  is  the  hundreds  of  doctors  who  have  lost  their  narcotics  license 
from  the  Justice  Department's  Drug  Enforcement  Agency  or  had  it 
restricted.  It  has  been  3  years  since  the  data  bank  went  up,  and 
that  is  not  in  there.  Our  organization  had  to  file  a  lawsuit  to  get 
this  information  so  we  could  put  it  in  our  data  bank. 

It  is  not  difficult  to  identify  those  kinds  of  data  that  have  been 
deemed  important  for  people  to  use  and  put  them  in  what  would  be 
hopefully  a  single  data  bank,  accessible  to  people  in  a  State  and  for 
those  practitioners  and  providers  in  that  State,  but  really  in  a  uni- 
form way. 

I  agree  with  the  question  you  asked  the  last  panel,  that  it  should 
not  be  apples  and  oranges.  It  is  interesting  to  note  that  panel  rep- 
resented two  public  and  two  private  efforts  to  collect  and  dissemi- 
nate information.  In  three  of  the  four,  it  was  made  public,  and  for 
one  it  was  just  sent  back  to  the  doctors  themselves. 

One  of  the  disadvantages  of  having  1,000  different  insurers  is 
that  everyone  collects  data  using  different  criteria  and  it  has  differ- 
ent meaning.  The  recent  score  card  put  out  by  United  Health  Care 
made  it  look  good  for  those  who  should,  in  their  view,  use  that 
plan.  I  think  it  has  to  be  made  uniform  as  much  as  possible,  and, 
as  more  layers  are  validated,  they  need  to  be  added  on. 

By  the  millennium,  in  2000,  I  suspect  we  will  have  a  national 
practitioner  data  bank  score  card,  whatever  you  want  to  call  it, 
that  is  much  more  useful  and  accessible  than  we  have  right  now. 

Chairman  Wyden.  In  this  new  health  care  landscape,  who  ought 
to  be  the  advocate  for  the  patient?  You  listened  to  Mrs.  Perez'  ac- 
count. Basically,  what  you  walk  away  from  is  that  in  a  lot  of  these 
plans,  at  a  time  when  you  are  ill,  you  don't  feel  well,  and  you  don't 
have  your  strength,  you  have  to  gird  your  strength  up  for  some 
kind  of  bureaucratic  battle  with  the  plan  itself  just  to  secure  your 
rights. 

I  am  sympathetic  to  a  number  of  consumer  groups  that  have 
called  for  health  care  ombudsmen  and  things  of  this  nature.  You 
say  to  yourself,  what  can  be  done  to  require  the  plan  to  be  more 
sensitive  initially.  Certainly  the  health  care  ombudsmen  is  useful, 
but  it  would  be  another  layer  to  try  to  compensate  for  a  plan  not 
doing  what  it  should. 

What  can  be  done  to  make  sure  that  someone  like  Mrs.  Perez 
has  a  strong  advocate  who  will  fight  for  her  rights  so  they  don't 
have  to  battle  with  them  when  she  is  sick,  without  just  adding  an- 
other layer  on  here? 

Ms.  WiTTKiN.  That  is  very  difficult  to  answer.  The  problems  with 
the  way  these  managed  care  plans  are  set  up  and  respond  to  pa- 
tients needs  has  to  do  with  the  kinds  of  incentives  there  are  in 
these  programs,  the  salaries  of  the  employees  not  being  adequate 
compared  to  what  the  profits  are  for  some  of  these  groups.  These 
problems  reflect  some  of  the  most  fundamental  problems  we  are 
seeing  with  health  care  in  this  country  today. 
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The  practice  of  medicine  is  very  different  from  what  it  was  when 
I  was  young.  There  seems  to  be  reflected  in  medical  care  today  the 
same  kind  of  sort  of  "me,"  "greedy,"  "yuppi"  problems  that  we  saw 
in  the  1980's. 

The  profession  has  changed.  It  is  a  business.  I  don't  know  the 
best  way  to  reverse  those  trends.  Obviously,  we  are  looking  at 
paying  close  attention  to  developing  primary  care  practitioners  in 
this  country  and  training  them  to  deal  with  families.  Dartmouth, 
with  the  cooperation  of  C.  Everett  Koop,  has  undertaken  a  new 
program  to  teach  doctors  to  be  more  compassionate  to  patients.  It 
is  a  very  sad  commentary  that  we  have  to  go  to  those  lengths  right 
now  to  teach  a  doctor  how  to  communicate  with  patients  and  how 
to  be  a  compassionate  provider,  not  just  a  well-skilled  or  a  techni- 
cal provider.  I  don't  have  the  answer. 

Chairman  Wyden.  Ms.  Shearer. 

Ms.  Shearer.  I  would  like  to  answer  at  several  different  levels.  I 
think  we  have  a  unique  opportunity  to  design  a  health  care  system 
that  is  accountable  to  consumers.  Consumers  have  to  be  their  own 
advocate,  and  they  have  to  be  given  the  tools  that  will  enable  them 
to  be  their  own  advocate.  For  example,  there  should  be  clearly  de- 
fined appeals  rights  when  the  care  that  their  doctor  recommends  is 
denied  by  whoever. 

Second,  the  doctor,  the  provider,  should  be  an  advocate  for  con- 
sumers. Instead  of  spending  too  much  of  their  time  with  telephone 
calls  with  utilization  review  companies,  the  doctors  should  be  able 
to  spend  more  time  with  patients  and  serving  their  needs. 

Third,  accountability  to  consumers  should  be  built  into  the  struc- 
ture of  health  alliances.  Any  boards  for  health  alliances  should 
have  heavy  representation  from  consumers  and  should  build  in  ac- 
countability to  consumers  at  every  level. 

Chairman  Wyden.  Your  point  about  the  alliances  is  something  I 
feel  very  strongly  about.  If  these  alliances  are  just  warmed  over 
versions  of  the  status  quo,  where  you  have  the  same  old  gang  of 
economic  interests,  the  insurers  and  the  providers  calling  all  the 
shots,  that  is  not  going  to  be  reform. 

One  of  the  things  I  would  push  hard  for  is  to  make  sure  there  is 
that  healthy  dose  of  consumer  representation  on  these  alliances, 
not  a  modified  version  of  what  is  there  now.  Mrs.  Cooney. 

Ms.  Cooney.  I  can  only  echo  what  Gail  Shearer  just  stated.  This 
is  the  position  of  the  consumer  coalition,  and  we  work  closely  with 
the  Consumers  Union.  There  must  be  grievance  procedures.  There 
must  be  internal  as  well  as  external  procedures  for  consumers  of 
health  care  prepaid  systems  to  be  heard.  There  must  be  an  om- 
budsman program,  a  counseling  program  where  a  person  can  get 
an  outside  advocate  negotiating  for  them.  There  must  be  a  method 
to  count  the  complaints  and  to  show  as  part  of  the  report  card  so 
that  other  consumers  can  tell  how  many  complaints  there  have 
been  in  a  particular  health  plan. 

Chairman  Wyden.  Dr.  Wolfe. 

Dr.  Wolfe.  Dr.  John  Ware  at  New  England  Medical  Center  h£is 
pioneered  over  the  last  4  years  the  science  of  measuring  patients' 
satisfaction  with  the  doctor-patient  relationship,  and  it  is  validated 
in  questionnaires  to  patients.  They  are  very  good  judges  of  whether 
their  doctors  are  treating  them  well. 
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This  should  be  done  in  a  very  objective  way  where  every  doctor 
has  a  sample  of  his  or  her  patients  polled  every  couple  of  years  and 
the  outcome  of  that  is  incorporated  as  part  of  the  National  Practi- 
tioner Data  Bank. 

There  seems  to  be  institutional  changes.  We  have  discussed  with 
people  in  the  Clinton  administration  the  idea  of  enterprise  liability 
for  the  health  alliances.  I  think  the  biggest  nightmare,  and  Mr.  Ira 
Magaziner  agrees,  is  if  they  are  taken  over  by  the  providers,  and 
that  is  almost  guaranteed. 

Back  in  the  1970's,  there  were  health  planning  agencies  that 
were  supposed  to  be  acting  on  behalf  of  the  patients  to  stop  the 
proliferation  of  the  300,000  excess  hospital  beds  and  extra  equip- 
ment. What  we  propose,  and  what  has  worked  in  the  utility  regula- 
tions field,  are  called  consumer  utility  boards. 

In  Illinois,  for  example,  a  board  funded  by  voluntary  contribu- 
tions by  the  ratepayers,  who  are  polled  every  year  or  so  to  see  if 
they  want  to  contribute  their  $5  or  $10,  has  saved  $3.5  billion  by 
challenging  the  utility  power  structure. 

We  think  the  health  alliances  cannot  work  as  they  are  presently 
structured.  They  are  not  going  to  be  able  to  work  in  a  provider- 
dominated  atmosphere  unless  an  other  outside  is  soundly  funded, 
staffed  with  health  professionals,  epidemiologists,  and  others. 

We  have  the  citizens  health  board.  We  seem  to  have  gotten  some 
agreement  from  the  Department  of  Health  and  Human  Services 
and  the  administration  that  this  needed  to  be  relied  on.  They 
cannot  rely  on  the  health  alliance  themselves.  That  is  a  structure 
of  accountability.  Otherwise,  it  will  crumble  as  did  the  health  sys- 
tems agency  20  years  ago. 

Chairman  Wyden.  We  can  debate  the  mechanics.  In  my  conver- 
sations with  Mrs.  Clinton,  she  was  very  sympathetic  to  a  heavy 
dose  of  consumer  representation.  I  am  optimistic  with  respect  to 
the  administration's  language  in  that  regard. 

If  we  have  any  problems  in  the  health  committee,  and  I  have  to 
offer  an  amendment  to  put  consumers  in  the  majority,  we  will  put 
out  the  call  to  all  of  you  to  help  us  line  up  support. 

Let  me  ask  a  question  that  I  feel  very  strongly  about.  That  is  the 
issue  of  the  individuals'  responsibility  in  this  whole  debate  about 
using  information  and  getting  access  to  information.  I  think  Ms. 
Shearer  knows  that  I  was  codirector  of  the  Gray  Panthers  for 
about  7  years  before  I  got  elected  to  Congress.  Senior  citizens 
worked  hard  for  the  generic  drug  law.  Oregon  was  one  of  the  first 
States  in  the  country  to  get  it.  We  know  the  generic  is  usually  the 
same  as  the  brand  name,  and  you  can  save  a  chunk  of  money. 
Often  I  am  in  line  at  the  pharmacy  at  home  and  see  the  pharma- 
cist with  a  nice  smile.  There  is  a  big  sign  that  says  you  can  get  the 
drug  with  generic  ingredients  and  yet  nobody  asks  about  it,  though 
in  theory  you  have  an  important  victory  to  save  money  for  consum- 
ers. 

I  would  like  to  know  what  you  think  should  be  the  individuals' 
responsibility  in  terms  of  using  this  information  and  how  the  indi- 
viduals figure  into  this. 

Ms.  WiTTKiN.  Just  to  use  the  generic  drug  issue,  as  an  example, 
over  the  last  few  years  news  stories  and  articles  came  out  about 
companies  that  were  producing  very  shoddy  generic  drugs.  As  a 
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result,  the  medical  community  became  concerned.  Based  on  those 
exposes  many  doctors  and  patients  became  concerned  about  relying 
on  certain  generic  drugs. 

Also  when  consumers  go  to  a  doctor  and  the  doctor  prescribes 
something,  the  doctor  should  be  educating  the  consumer  about 
whether  or  not  the  generic  is  acceptable  or  whether  or  not  they 
would  prefer  that  person  get  the  product  name. 

The  problem  about  getting  the  information  out  to  the  public,  I 
think,  is  a  problem  that  we  are  looking  at  no  matter  what  area  we 
are  talking  about.  It  is  amazing  that  most  people  don't  know  what 
a  State  medical  board  is  or  how  it  operates  or  where  it's  located.  I 
know  that  we  do  need  to  do  something.  I  think  some  of  the  respon- 
sibility for  going  into  communities  and  educating  the  public  is 
going  to  be  on  the  shoulders  of  all  of  the  groups  that  are  out  there 
advocating  for  health  care,  and  dealing  with  health-care-related 
issues. 

There  is  so  much  free  air  time  available,  and  we  have  attempted 
to  encourage  our  State  medical  boards  in  the  States  where  we  have 
chapters  to  get  information  out  to  the  public,  to  do  aggressive  out- 
reach, but  they  have  not  begun  to  do  it. 

I  think  consumers  have  a  tremendous  amount  of  responsibility, 
and  they  should  attempt  to  educate  themselves.  But  they  have  to 
be  met  halfway.  I  don't  think  that  has  happened  yet. 

Chairman  Wyden.  Ms.  Shearer. 

Ms.  Shearer.  There  are  consumer  responsibilities  at  several 
levels.  I  would  like  to  comment  on  one  key  one  and  that  is  the  obli- 
gation to  vote  with  their  feet.  When  it  comes  to  medigap,  now 
there  is  the  ability  to  compare  apples  and  apples  and  choose  the 
lowest  cost  option  available. 

About  doctors,  I  think  this  is  in  the  consumers'  self-interest  to 
avoid  those  who  have  a  bad  malpractice  record.  I  think  you  can 
count  on  consumers  to  again  vote  with  their  feet  and  find  the  high- 
est quality  doctor. 

Ms.  CooNEY.  Yes;  I  do  believe  we  have  an  increased  responsibil- 
ity to  stay  informed.  When  I  look  at  the  members  of  the  older  gen- 
eration where  I  came  from,  in  Denmark,  they  did  not  question 
their  physicians.  They  never  asked  questions  about  the  hospital. 
Now,  in  a  much  more  complicated  environment  and  culture,  we 
have  to  stay  informed.  It  is  a  tremendous  responsibility. 

There  is  an  added  responsibility  on  consumer  organizations  to 
help  consumers  stay  informed.  I  think  that  is  why  we  must  strive 
for  the  need  for  a  counseling  program,  for  ombudsmen  programs 
that  can  help  people  who  may  not  be  able  to  absorb  all  of  this  in- 
formation which,  of  course,  should  be  presented  in  a  standardized 
and  comparable  form. 

We  must  have  that  outside  assistance.  I  stress  the  stratified  in- 
formation so  that  you  have  the  information  when  you  need  it. 
When  you  become  ill,  you  want  that  information  about  who  is  the 
best  practitioner. 

Chairman  Wyden.  Dr.  Wolfe. 

Dr.  Wolfe.  I  want  to  comment  a  little  on  what  Mrs.  Cooney  just 
said. 

Newsday,  having  won  the  lawsuit  against  the  New  York  State 
Health  Department,  published  the  data.  But  unless  you  happen  to 
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have  needed  the  bypass  at  that  time,  surgery  on  the  day  the  article 
appeared,  you  probably  did  not  see  it. 

We  need  to  have  recognized  the  notion  that  when  your  doctor 
tells  you  that  you  need  bypass  surgery  and  you  get  the  second  opin- 
ion, as  you  should  be  doing,  the  doctor  should  then  say  these  are 
today's  most  recent  data  on  the  comparative  mortality  rates  for  the 
hospital  or  doctor  that  you  are  considering  using.  You  will  notice  I 
am  the  worse,  do  you  want  to  go  to  me,  or  I  am  the  best,  do  you 
want  to  go  to  me? 

It  sounds  crude  and  funny  but  that  is  the  point.  When  a  woman 
is  in  labor,  she  winds  up  having  a  40-percent  chance  of  a  C-section 
at  one  hospital  instead  of  a  10-percent  chance  of  a  C-section  rate  at 
another  hospital.  If  I  am  a  patient,  I  want  to  know  that.  Unless  I 
find  out,  I  may  be  harmed.  I  have  never  met  anyone  who,  when 
they  are  apprised  of  the  fact  that  there  is  a  tenfold  difference  in 
rate  for  C-sections,  doesn't  want  to  find  out. 

I  think,  basically,  a  terrible  job  has  been  done  in  getting  the  in- 
formation out.  Even  in  Massachusetts  and  New  York  where  there 
is  a  requirement  for  hospitals  to  disclose  their  C-section  rate,  I 
don't  think  a  lot  of  patients  know  about  it. 

Chairman  Wyden.  I  think  that  is  a  very  good,  important  point. 
What  you  are  saying  is  that  access  to  good  objective  information 
ought  to  be  available  on  what  amounts  to  a  reasonable  demand 
basis.  It  should  not  be  available  just  once  a  year  when  you  are  sign- 
ing up  for  a  plan.  It  should  be  available  when  you  need  it  rather 
than  when  you  are  flat  on  your  back  because  you  are  seriously  ill. 

I  think,  Mrs.  Wittkin,  your  point  about  the  Federal  Government 
meeting  consumers  halfway  is  critical.  The  Federal  Government 
has  not  been  a  very  good  partner  in  terms  of  assisting  consumers. 
That  is  why  we  want  to  open  up  the  data  bank.  A  lot  of  this  will 
help  hold  down  the  cost  of  health  care. 

I  think  the  other  point  that  was  helpful,  Ms.  Shearer,  is  that  the 
medigap  plan  was  a  model  in  terms  of  what  you  do  in  terms  of 
making  a  managed  competition  system  work.  The  consumer  group, 
after  years  and  years  of  substandard  insurers,  got  a  standardized 
system.  You  can  be  sure  I  would  hold  out  the  work  you  did  with  us 
on  medigap  as  an  example  of  how  you  go  about  creating  a  system 
that  has  a  role  for  a  marketplace  as  opposed  to  a  warmed-over  ver- 
sion of  the  status  quo  where  the  insurers  do  things  the  way  they 
were  doing  today. 

You  all  have  been  very  helpful.  We  have  a  vote  on  the  floor.  I 
think  I  can  excuse  us  knowing  we  are  going  to  call  on  you  often  in 
the  days  ahead.  I  thank  you  for  all  the  valuable  help  you  have 
given  us. 

[Whereupon,  at  1:15  p.m.,  the  subcommittee  was  adjourned,  sub- 
ject to  the  call  of  the  Chair.] 
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OPENING  STATEMENT  OF  REP.  RON  WYDEN  (D-OR) 

CHAIRMAN,  SMALL  BUSINESS  COMMITTEE 

SUBCOMMITTEE  ON  REGUI^TION,  BUSINESS  OPPORTUNITIES  AND  TECHNOLOGY 

INFORMED  CONSENT:  THE  ROLE  OF  CONSUMER  CHOICE  IN  IMPROVING 
THE  QUALITY  OF  HEALTH  CARE 

JUNE  28,  1993 


Today,  the  Subconunittee  on  Regulation,  Business  Opportunities  and 
Technology  will  examine  what  will  certainly  be  one  of  the  bedrock 
issues  in  the  debate  over  national  health  reform  legislation: 
consumer  choice.  This  is  a  make-or-break  concern  for  the  tens  of 
thousands  of  small  businesses  and  their  employees  and  dependents  on 
the  eve  of  formal  launching  of  the  national  health  reform  debate. 

The  freedom  to  choose  one's  medical  providers  will  be  a  litmus  test 
for  any  successful  health  reform  plan  proposed  in  this  Congress. 
Making  sure  that  America's  first  taste  of  health  reform  does  not 
include  the  bitter  flavor  of  Soviet-style  barriers  to  free  choice, 
is  absolutely  essential. 

So  far  in  this  debate,  every  serious  health  care  reform  proposal 
has  relied  on  the  principle  of  informed  consumers  making  cost- 
effective  choices.  Consumers  will  be  asked  to  take  more 
responsibility  for  the  cost  and  quality  of  the  health  services  they 
purchase.  I  support  these  goals.  VJhether  the  reformed  health  care 
market  heals  and  comforts  people  —  or  sucks  them  down  into  a  sink 
hole  of  inaccessible,  poor  quality  care  —  will  depend  to  a  great 
extent  on  the  quality  of  comparative  information  available  to 
consumers,  doctors,  and  purchasers. 

No  matter  how  elegant  the  new  health  care  system  is  in  its 
conception,  it  won't  work  if  it's  built  on  top  of  a  rotten 
foundation  of  skimpy  and  fragmented  information  on  cost  and 
quality.  At  the  very  least,  consumers  have  a  right  to  know  which 
health  care  providers  they  should  avoid.  Unfortunately,  Americans 
today  have  more  product  performance  information  available  to  them 
when  purchasing  breakfast  cereal  than  when  choosing  a  heart 
surgeon . 
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Governmental  barriers  to  informed  choice,  in  particular,  are 
everywhere  in  today's  health  care  system.  Today  the  Subcommittee 
will  hear  about  two. 

First,  consumers  are  denied  access  to  information  in  the 
Government's  possession  that  would  reveal  whether  the  doctor 
treating  them  is  one  of  the  7,000  doctors  disciplined  by  a  medical 
licensure  board  or  hospital  peer  review  committee  in  the  United 
States  during  the  past  two  years.  This  information  is  contained  in 
the  National  Practitioners'  Data  Bank,  but  the  consumer  whose  taxes 
are  deposited  in  the  Treasury  to  pay  for  the  Data  Bank  are  not 
allowed  to  withdraw  information  from  it. 

Second,  the  Subcommittee  will  hear  testimony  this  morning  that  37 
States  gather  information  on  costs  and  quality,  but  only  3  of  them 
will  allow  the  public  access  to  this  information.  In  fact,  the 
genesis  of  the  landmark  New  York  State  report  on  Coronary  Artery 
Surgery  was  a  lawsuit  won  by  Newsday,  which  had  been  denied  access 
to  this  same  information. 

Federal  health  reform  law  should  demolish  these  anticompetitive 
governmental  barriers  to  well-informed  consumer  choice. 

For  example,  there  is  no  logical  argument  for  denying  the  public 
the  names  of  doctors  who  have  paid  multiple  malpractice  payments 
over  a  short  period  of  time,  or  who  have  been  sanctioned  through 
hospital  disciplinary  actions  or  State  licensure  boards.  As  the 
principal  sponsor  of  the  legislation  creating  the  data  bank,  I 
intend  to  push  for  enactment  of  a  new  law  providing  consumers  with 
access  to  this  essential  information. 

Opening  the  Data  Bank  will  help  consumers  avoid  some  of  the  worst 
providers  and  repeat  offenders  that  we  will  hear  about  from  the 
first  two  witnesses  this  morning.  But  consumers  need  to  know  that 
quality  of  care  is  much  more  than  the  mere  absence  of  documented 
gross  or  repeated  negligence. 

The  Harvard  Medical  Practice  studies  show  that  only  one  in  eight 
instances  of  negligence  ever  result  in  a  malpractice  suit  being 
filed,  much  less  won  by  the  plaintiff.  And  plaintiffs  win  five 
times  as  many  malpractice  lawsuits  as  the  number  of  instances  in 
which  negligence  results  in  a  license  revocation  or  suspension  of 
hospital  privileges. 

This  means  that  additional  measures  of  quality  are  needed. 
Consumers  must  have  easy  access  to  comparative  information  on 
plans,  providers,  and  the  success  rates  of  the  treatments  they 
provide.  This  is  no  radical,  futuristic  concept.  The  last 
Congress  passed,  and  President  Bush  signed,  legislation  I  sponsored 
to  publish  infertility  clinic  pregnancy  success  rates,  so  consumers 
can  choose  which  clinic,  if  any,  to  invest  with  their  hopes  and 
their  cash. 
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Building  on  this  precedent,  this  morning  a  coalition  of  over  30 
national  consumer  groups  will  testify  that  they  want  a  "report 
card"  disclosing  key  quality  measures,  like  the  percentage  of  young 
children  in  a  health  plan  who  have  received  all  appropriate 
immunizations,  or  the  proportion  of  a  cardiac  surgeon's  bypass 
patients  who  survive  for  a  year.  Consumers  would  use  these  report 
cards  to  decide  which  health  plan  to  enroll  in,  and  which  providers 
to  use  when  they  need  treatment. 

Government  is  not  the  only  source  of  barriers  to  informed  choice. 
Today  the  Subcommittee  will  hear  repeated  accounts  of  Kafkaesque 
bureaucracies  erected  by  managed  care  organizations  as  a  barrier  to 
prompt  and  appropriate  treatment.  Witnesses  will  testify  this 
morning  of  Health  Maintenance  Organizations  (HMOs)  literally 
heaping  insult  on  top  of  injury,  first  by  providing  unsatisfactory 
service,  and  then  by  refusing  to  pay  for  timely  care  that  their 
desperate  enrollees  manage  to  find  outside  of  the  HMO. 

The  poor  quality  and  cavalier  behavior  of  some  of  these 
organizations  is  nourished  and  protected  by  their  ability  to  lock 
in  patients  to  using  only  the  health  plan's  providers,  even  when 
those  providers  are  unwilling  or  unable  to  do  what's  needed.  By 
forcing  consumers  into  entering  into  year-long  contracts  with  these 
plans,  the  HMO  is  shifting  risk  to  its  enrollees,  and  letting 
consumers  bear  the  burden. 

There  are  alternatives.  For  exeunple,  there  is  the  Point  of  Service 
HMO.  These  organizations  allow  consumers  to  use  out  of  network 
non-HMO  providers,  recognizing  that  they  may  cost  a  little  more  to 
the  consumer  out-of-pocket. 

The  evidence  shows  that  few  patients  in  well-run  Point  of  Service 
HMOs  seek  out  of  network  services.  Obviously,  when  consumers  have 
this  Point  of  Service  option,  plans  must  be  responsive  or  lose 
control  of  their  business.  It  is  also  worth  noting  that  the  Point 
of  Service  plans  appear  to  be  draw  most  of  their  subscribers  from 
costly  and  inefficient  indemnity  health  insurance  plans.  More 
importantly,  this  alternative  shows  that  you  can  have  real  consumer 
choice  and  cost  containment  in  peaceful  coexistence. 

The  Chair  believes  that  protecting  the  rights  of  consumers  will 
have  special  benefits  for  small  businesses.  These  health 
purchasers  are  hungry  for  comparative  information  on  the  quality  of 
medical  providers,  so  they  will  Itnow  who  to  contract  with,  and  who 
to  refer  their  employees  to,  for  the  best  results.  Small  firms  are 
telling  this  Subcommittee  they  are  anxious  to  work  with  us  on  this 
important  issue,  and  we  intend  to  take  them  up  on  their  offer. 


LARRY  COMBEST 


COMMirTEt  ON  AGRlCUlTum 
COMMITTEE  ON  SMALL  BUSINESS 
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THE  QUALITY  OF  HEALTH  CARE 

JUNE  28,  1993 

Mr.  Chairman,  I  would  like  to  thank  you  for  calling  this  hearing 
on  what  I  feel  are  some  of  the  most  complex  and  controversial 
issues  that  we  must  confront  in  trying  to  reform  the  nation's 
health  care  system.   We  all  agree  that  "bad  doctors"  do  exist  and 
I  think  we  all  agree  that  immediate  steps  have  to  be  taken  to 
ensure  that  tragedies  like  the  ones  we  will  hear  this  morning  are 
not  duplicated. 

I  know  that  some  here  today,  including  the  Chairman,  advocate 
allowing  consumers  to  have  unparalleled  access  to  information  on 
health  care  providers.   I  certainly  would  agree  that  as  part  of 
the  overall  effort  to  reform  the  health  care  system  a  better 
informed  consumer  will  be  essential  to  ensure  higher  quality  care 
while  keeping  health  care  inflation  down.   But,  Mr.  Chairman  like 
so  many  problems  that  we  deal  with  in  Congress,  the  problems  are 
so  much  easier  to  identify  than  the  possible  solutions. 

As  the  Congressional  leader  in  establishing  the  National 
Practitioner  Data  Bank,  I  believe  that  you  are  keenly  aware  of 
both  its  strengths  and  weaknesses.   As  I  understand  it,  the  Data 
Bank  has  been  collecting  and  maintaining  data  on  medical 
liability  claims  and  adverse  actions  taken  against  health  care 
professionals  since  September,  1990.   While  only  doctors  who  have 
had  settlements  for  malpractice  claims  are  listed  on  the  data 
bank,  the  fact  that  a  settlement  has  occurred  may  have  little 
relation  to  whether  there  actually  was  negligence. 

In  this  hyper-litigated  society,  the  typical  physician  has  a  38 
percent  chance  of  being  sued  for  medical  malpractice  and,  if  they 
practice  surgery,  this  increases  to  over  50  percent.   The  average 
OB/GYN  can  expect  to  be  sued  at  least  three  times  during  his 
career. 

Currently  the  information  on  the  Data  Bank  can  only  be  accessed 
by  hospitals  and  accrediting  medical  boards  that  have  the  ability 
to  sanction  physicians.   While  I  believe  efforts  to  increase 
access  to  health  care  information  for  consumers  is  important,  we 
must  work  to  ensure  that  we  do  not  further  alienate  the  medical 
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comnunlty.   At  a  time  when  many  physicians  feel  that  the  federal 
government  is  overly  micro-managing  their  occupation,  it  is 
essential  that  policy  makers  work  hand-in-hand  with  doctors.   If 
not,  I  believe  comprehensive  health  care  reform  will  not  be 
possible. 

Mr.  Chairman,  in  closing,  let  me  thank  you  for  you  efforts  in  the 
health  care  reform  debate,  I  look  forward  to  finding  some 
solutions  to  the  many  difficult  problems  presented  before  this 
subcommittee. 
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Opening  Statawat  of  the  Hooonble  Junet  H.  Bllbnj 

SnbomndttM  on  BcgnktlaB,  Itolinwi  OnNn^>">'tl(*  "^  Ttcbaoiogj 
rfflnii'*****  on  SmaD  BoiinMi 

I  appndsic  tbe  Ouizman'i  Homiflit  by  calling  this  very  Inqxntant  betting  bs  the  health  care 
xefonn  debate  looms  beftne  Itie  Oongiett. 

As  bits  and  {rfeces  of  die  vpcomiog  hcaldi  care  package  have  filtered  out,  no  moie  important 
question  has  been  oontinoonsly  aslced  by  dw  Amedcan  puUic;  will  Americans  be  able  to  make 
an  informed  choice  when  cboodng  a  doctor.  Ai  it  stands  right  know,  state  and  federal  quality 
systems  have  fidled  to  piotect  coosumen  from  doctors  with  long  track  records  of  negligence. 
In  addition,  die  government  has  fidled  to  pat  in  place  a  system  to  provide  consumers  with 
oomprebeotfve  comparative  data  on  doctors  tnck  records,  conqNdsoas  of  insurance  plans  and 
its  partic^tatlng  dolors  and  hospitals. 

If  diete  la  one  aspect  of  health  retform  that  oo  one  wiU  argue  about  Is  the  need  to  provide 
consumers  with  quality  informatioQ  so  that  they  may  be  able  to  make  informed  choices  for 
themselves  and  dieir  fiunOlet.  No  health  caie  reform  proposal  will  be  successful  unless  it 
achieves  at  least  duL 

I  look  forward  to  today's  witnesses  and  their  recommendations  as  to  how  we  can  not  only 
provide  diis  infonnadon  but  also  fix  tbe  somewhat  limiting  structure  of  today's  healdi  plans. 
It  is  my  hope  that  Mrs.  dinton  has  also  listeoed  to  voices  such  as  these  and  that  her  plan  will 
reflect  die  desires  and  die  best  hiterest  of  die  American  people. 
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TESTIMONY  OP  AVIS  AMD  KARX  BBNKBTT 

BBFORB 

THE  SMALL  BUSINESS  8UBC0MMITTBB  ON  RBOULATZOH, 

BUSINESS  OPPORTUNITIES  AND  TBCHNOLOOT 

JXJNB  28,  1993 


Good  morning,  my  neun©  Ib  Avis  Bennett.  This  Is  my  husband  Mark.  He 
reside  at  44  Suinmer  Street  in  Dover  New  Hampshire.  We  are  grateful 
for  the  opportunity  to  join  you  today  to  share  our  personal  story 
about  the  devastating  consequences  that  can  result  from  being 
denied  the  ability  to  make  an  informed  choice  about  a  medical 
practitioner. 

We  became  involved  in  this  issue  because  of  events  that  happened  in 
1984.  That  was  the  year  my  husband,  I  and  our  three  children  moved 
to  Dover  New  Hampshire,  a  small  eastern  seacoast  community.  Our 
daughter  Heather,  who  was  three  and  a  half  years  old  at  the  time, 
had  been  born  with  a  large  cyst  in  her  brain.  The  cyst  had  only 
allowed  one  quarter  of  Heather's  brain  to  develop.  The  doctors 
inserted  a  shunt,  which  is  a  devise  placed  in  the  skull  to  allow 
excess  fluid  to  drain  down  from  the  cyst  through  a  tube.  The  tube 
would  carry  the  fluid  away  from  her  brain,  down  her  neck,  over  her 
chest  and  into  her  stomach  cavity  where  it  was  absorbed. 

Heather's  prognosis  was  grim.  We  were  told  that  In  all  likelihood 
she  be  severely  retarded  and  that  we  should  consider 
institutionalizing  her.  But  Heather  was  our  miracle  child.  She 
grew  up  achieving  all  the  normal  milestones. 

When  we  moved  to  New  Hampshire,  we  were  elated  to  discover  that 
there  was  a  neurosurgeon  only  minutes  from  our  home.  Dr.  Stephen 
O.  Dell  had  been  referred  to  us  by  Wentworth-Douglass  Hospital  in 
Dover  as  well  as  by  our  previous  neurosurgeon  who  had  looked  the 
doctor  up  in  the  Physicians  Directory. 

Although  Heather  was  doing  beautifully,  having  no  trouble  with  the 
shunt,  we  knew  she  needed  to  be  under  a  neurosurgeon's  care  for 
periodic  checkups.  We  were  also  aware  that  as  Heather  grew,  the 
tubing  that  had  been  coiled  In  her  stomach  would  shorten  and 
eventually  need  to  be  replaced  with  longer  tubing.  Her  formei: 
doctor  estimated  that  she  would  probably  need  that  procedure  done 
at  about  4  years  old. 

We  scheduled  our  first  visit  with  Dr.  Dell  In  May  of  1984.  He  was 
very  Impressed  with  Heather's  progress,  as  was  I  with  Dr.  Dell's 
credentials.  His  office  walls  were  lined  with  certificates  from  a 
number  of  very  prestigious  universities,  and  he  told  me  that  he  had 
just  been  accepted  Into  a  pedlatrlo  neuiToIogical  society.  Z  also 
noticed  from  the  sign  outside  his  dop)*/,,  thftjr  he  h<id  both  an  N.D« 
and  a  Ph.D. 
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Durina  that  first  exam  we  diecuBsed  tha  ihunt  lengthening 
orocCduro.  He  told  U8  that  Heather  should  have  the  procedure  done 
noS!  He  deBcribed  it  as  a  very  simple  operation  that  would  be  done 
as  a  day  surgery.  He  explained  that  he  would  only  be  reopening  the 
incision  in  Heather's  stomach  to  place  the  additional  tubing. 

When  I  asked  Dr.  Dell  if  he  had  done  this  procedure  before  he 
laughed  and  said  he  had  done  this  surgery  more  times  than  my 
"country"  doctor  in  Vermont  would  ever  see.  I  took  his  response  as 
an  definitive  "yes",  knowing  that  my  doctor  in  Vermont  had  taken 
care  of  many  pediatric  shunts. 

When  I  asked  about  the  risks  of  doina  the  procedure  he  told  me  that 
there  was  a  99.9%  chance  of  no  problems.  The  only  potential  risk 
he  saw  was  a  fatal  reaction  to  the  anesthesia.  I  was  not  alarmed 
by  that  because  Heather  had  received  anesthesia  as  a  baby  and 
tolerated  it  well.  And  we  had  provided  Dr.  Dell  with  all  of  those 
records  to  review. 

Dr.  Dell  had  answered  all  my  questions  and  I  felt  very  confident 
about  going  through  with  the  surgery  and  comfortable  with  him  as 
Heather's  physician. 

On  July  9th  at  6  a.m.  Heather,  my  husband  and  1  arrived  at 
Wentworth-Douglass  Hospital.  Heather's  was  the  first  surgery 
scheduled.  They  wheeled  her  into  the  operating  room  at  8  a.m. 
At  10i30,  Dr.  Dell  finally  ceime  out  to  the  waiting  room  to  assure 
us  that  all  had  gone  well.  At  that  point,  he  introduced  us  to  a 
Dr.  Prostkoff,  who  he  explained  had  assisted  him  with  Heather's 
surgery.  We  were  told  that  Heather  would  be  out  of  recovery  soon 
and  I  could  wait  for  her  in  her  hospital  room. 

Since  all  had  apparently  gone  well,  my  husband  and  I  decided  that 
1  would  spend  the  afternoon  with  Heather  and  ha  would  go  home  to  be 
with  our  two  boys . 

When  Heather  first  got  back  to  her  room  she  was  doing  great.  She- 
was  alert  and  awake,  busily  describing  the  bubbia  gum  anesthesia' 
she  had  been  given.  About  40  minutes  later,  howeyer,  she  began  to 
vomit.  As  the  afternoon  wore  on,  Heather  complained  of  headaches 
and  slept  between  her  hourly  episodes  of  vomiting. 

Dr.  Prostkoff,  the  "assistant"  surgeon,  checked  In  on  Heather  that 
afternoon,  but  only  to  monitor  her  bowel  sounds.  He  never  checked 
her  neurological  vital  signs.  By  late  afternoon,  which  was  when 
Heather  was  supposed  to  be  released,  Dr.  Dell  phoned  and 
recommended  that  she  stay  at  the  hosplt^^I  overnight.  He  assured  me 
that  Heather  was  just  having  a  reap^lon^.to  the  anesthesia,  which  Is 
common  In  children,  and  said  shd  ~wou).4J>^  ^.^n®  ^Y,.  morning. 


70 


(3) 

My  husband  decided  to  come  back  to  the  hospital  to  relieve  ne  for 
awhile.  As  I  was  waiting  for  him,  1  remember  thinking  these  are 
all  signs  of  a  blocked  shunt".  There  is  a  small  valve  located  at 
the  back  of  the  shunt  to  help  drain  the  fluid  if  there  is  a 
problem,  but  it  is  only  to  be  pushed  in  an  emergency.  1  was  about 
to  push  it,  but  unfortunately  stopped  myself  at  the  last  moment 
thinking  that  1  was  surrounded  by  medical  professionals  and  two 
neurosurgeons  who  would  surely  recognize  if  Heather  was  having  a 
real  problem,  and  take  the  appropriate  steps. 

So  when  my  husband  arrived  I  reassured  him,  as  Dr.  Dell  had 
reassured  me  that  Heather  was  just  having  a  reaction  to  the 
anesthesia  but  would  be  fine  by  morning. 

But  Heather's  condition  continued  to  deteriorate.  By  evening 
the  nurses  and  my  husband  were  very  concerned.  The  nurses  made 
numerous  attempts  to  contact  Dr.  Dell  and  alert  him  about  Heather's 
condition.  Finally,  at  10i30  that  night  Dr.  Dell  arrived  at  the 
hospital.  But  instead  of  doing  a  neurological  exam,  he  only 
checked  her  incision  and  assured  my  husband  that  there  was  nothing 
to  worry  about.  He  said  Heather  would  be  her  old  selt  in  the 
morning.  My  husband  noticed  a  scratch  on  Heather's  head,  and  asked 
Dr.  Dell  if  he  had  done  anything  to  her  head  during  the  surgery. 
Dr.  Dell  briefly  looked  at  the  scratch  and  simply  restated  that 
Heather  would  be  fine. 

At  midnight,  as  my  husband  was  laying  his  head  down  by  Heather,  he 
noticed  bubbles  coming  out  of  her  mouth.  Heather  had  gone  into 
respiratory  arrest.  An  emergency  team  was  called  in  and  revived 
her,  but  as  they  were  reviving  her  she  began  to  vomit,  breathing  it 
into  her  lungs,  causing  a  severe  case  of  aspirated  pneumonia. 

He  were  told  that  when  Dr.  Dell  arrived  in  the  Intensive  Care  Unlt^ 
he  cut  Heather  open  without  anesthesia,  pulled  out  her  tubing  and 
cerebral  fluid  which  had  been  trapped  by  the  blockage,  sprayed  all. 
across  the  room.  '  ,. !.  .  i 

Judging  by  the  expressions  on  the  faces  of  the  staff  in  the 
Intensive  Care  unit,  we  knew  our  little  girl  was  gravely  ill, 
yet  Dr.  Dell  continued  to  be  very  optimistic.  We  knew  that  this 
situation  should  never  have  happened,  and  my  husband  and  I  began 
thinking  about  transferring  Heather  to  another  facility.  But  we 
were  told  that  she  could  not  be  moved  until  her  oondltlon 
stabilized.  From  that  point  on,  Heather's  condition  only  worsened. 
By  morning  she  began  having  eeizuref.  They  becagia  so  severe  that 
her  entire  body  would  shake  uncontrollably,  her  eyes  would  roll 
back  and  she  was  drooling  from  the  sides  of  her  mouth. 
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A  neurologi.t  was  finally  oall«d  in  to  admini.t.r  ••Uur» . 
medication:  Between  doses,  as  a  nurs.  was  washing  Heathar  sh« 
Tifted  up  Heather's  head  and  shtt  went  Into  cardiac  arrest.  Me 
believe  that  Heather's  badly  damaged  brain  stem  had  Bnapped.  They 
worked  on  her  for  two  hours  to  try  to  revive  her,  but  this  time 
they  couldn't  bring  her  bacX. 

I  brought  in  a  beautiful  healthy  little  girl  who  had  overcome  •© 
many  obstacles,  who  was  ready  to  lead  a  normal  life,  who  we  loved 
with  all  our  heart,  and  a  little  more  than  24  hours  after  placing 
her  into  Dr.  Dell's  hands  she  was  dead.  When  I  asked  Dr.  Dell  how 
something  like  this  could  happen,  he  responded  bV  saying  it  wasn't 
his  fault,  and  claimed  the  nurses  never  told  him  about  her 
symptoms . 

That  would  be  only  the  first  of  many  lies  in  which  Dr.  Dell  was 
caught.  Heather's  records  had  clear  documentation  of  the  many 
calls  made  to  him  by  the  nursing  staff,  describing  her  symptoms. 
In  fact,  as  a  result  of  one  of  those  calls,  he  prescribed  tylenol 
for  Heather's  headaches. 

When  the  evening  nurse  was  deposed,  she  stated  that  she  followed 
Dr.  Dell  out  of  Heather's  room,  down  the  hall,  and  over  to  another 
ward  to  question  him  about  the  possibility  of  intercranial  pressure 
due  to  a  blockage.  Instead  of  listening  to  her  concerns,  however, 
Dr.  Dell's  response  was  "leave  me  alone,  I'm  the  doctor". 

After  Heather's  death  we  uncovered  many  problems  with  Dr.  Dell's 
background,  skill,  experience  and  moral  character.  We  learned  that 
despite  his  claim  about  having  experience  with  pediatric  shunts,  he 
had  never  done  that  procedure  before  at  Wentworth-Douglass,  and  we 
could  find  no  evidence  that  he  had  ever  performed  this  procedure  in 
the  four  years  prior  when  he  worked  at  the  Veteran's  Hospital  In 
Boston. 

We  also  learned  that  the  physician  Dr.  Dell  introduced  as  the 
"assistant"  surgeon,  had,  in  fact,  never  assisted  with  Heather's 
surgery.  When  Dr.  Prescoff  was  deposed,  he  stated  that  he  was  not 
in  the  O.R.  that  day  and  that  he  had  not  dressed  or  scrubbed  for 
the  surgery. 

Wentworth  Hospital  required  that  there  be  an  assistant  present, 
during  all  surgeries.    Rather  than  adhering  to  that  policy,' 
however.  Dr.  Dell  chose  to  simply  write  the  doctor's  name  in 
Heather's  chart,  and  introduce  him  as  the  assistant. 

We  were  also  stunned  to  learn  that  Heather  never  needed  the  surgery 
at  that  time.  In  fact,  the  tubing  ended  up  being  phortey  AFTER  Dr. 
Dell's  surgery. 
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when  Heather's  anestheslologiBt  was  deposed,  he  stated  that  she  had 
been  under  anesthesia  for  40  minutes  before  Dr.  Dell  finally 
arrived.  He  also  said  that  If  Dr.  Dell  had  taken  the  time  to  call 
him,  he  would  have  told  him  that  the  vomiting  was  not  a  reaction  to 
the  anesthesia,  or  she  would  have  jbegun  voniiting  iHimft<IUttXY 
following  surgery. 

We  also  uncovered  the  fact  that  Dr.  Dell  had  lied  about  many  of  hli 
credentials.  He  never  received  a  Ph.D  from  Princtoii,  as  h» 
claimed.  He  was  never  awarded  a  degree  from  Oxford,  as  he  claimed. 
And  he  never  received  a  degree  In  Mathmatlcs  from  Harvard,  as  h« 
claimed. 

In  the  years  since  Heather's  death  we  have  learned  so  much  a'bout 
Dr.  Dell  both  as  a  physician  and  as  human  being,  and  it  horrifies 
us  that  he  is  still  out  there  practicing.  Httoh  of  th»  <>l«me^ 
however,  can  be  traced  back  to  the  profession  itself  and  the 
physician  oversight  systems  which  have  enabled  dangerous  doctors 
like  Stephen  Dell  to  continue  harming  and  killing  lnnoo«htj. 
patients. 

Dr.  Dell  holds  licenses  in  seven  states i  New  Hampshire,  New  York, 
California,  New  Jersey,  Vermont,  Maine  and  Massachusetts.  And  his 
medical  offenses  can  be  traced  to  the  beginning  of  his  praoticet  . 

Although  he  came  to  Hentworth-Douglass  Hospital  in  1982  vrith: 
glowing  recommendations  from  the  Tufts  New  Bnglaind  Medical  Center 
in  Boston,  (where  he  had  worked  from  1978-1962),  Wentworth-Douglass 
Hospital  later  learned  that  Dr.  Dell  had.  In  reality,  been  forced 
to  leave  Tufts.  He  was  found  to  have  been  an  Inadequate  technician 
both  in  terms  of  diagnosis  and  surgical  skill,  he  had  problems  with 
interpersonal  relationships,  and  he  had  an  unacceptable  level  of 
morbidity  for  certain  procedures  he  performed. 

Dr.  Dell  also  had  problems  at  Henttrorth  Hospital  (during  his  entire 
tenure  (from  1982  to  1988).  In  1988,  prompted  by  our  attomsy'a 
discovery  about  the  lies  on  Dr.  Dell's  Curriculum  Vltae,  Hentworth 
finally  suspended  his  privileges.  In  doing  so  they  sighted  that  ii4 
was  flagrantly  insensitive,  careless  and  dishonest.  Be  had  poor 
relationships  with  several  departments.  Be  repeatedly  failed  to 
provide  coverage  for  his  patients  when  he  was  away  for  the  weekend* 
He  falsified  documents.  Be  lied  to  his  patients,  and  was  found  to 
have  been  responsible  for  the  poor  outcomes  of  15  patients, 
including  3  patient  deaths.  (He  has  also  been  sued  at  least  nine 
times  for  medical  malpractice. ) 

Dr.  Dell  then  filed  a  lawsuit  «gain«t  the  hospital.  And  in  1989  an 
agreement  was  reached  whereby  Dr.  Pell  would  be  reinstated  and 
allowed  to  permanently  resign  his  privileges. 
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Based  on  the  action  taken  by  Wentworth-DouglaBB  Hospital,  the  New 
Hampshire  Board  of  Medicine  Initiated  an  investigation  of. I>r.  DeU; 
But  instead  of  charging  him  with  misconduot  based  on  the 
incompetent  and  negligent  treatment  of  his  patients,  as  outlined  in 
the  Wentworth-Douglas  report,  they  entered  ^f  °  »/.^"««"i  ^^reement 
in  1990.  The  agreement  only  required  Dr.  Dell  to  admit  that  he  lied 
about  his  credentials,  and  lied  to  a  patient  about  having  performed 
surgery  on  the  wrong  disc. 

According  to  the  attorney  for  the  Medical  Board,  a  verbal  agreement 
had  been  reached  between  Dr.  Dell  and  the  Board  stipulating  that  he 
would  no  longer  practice  in  New  Hampshire  (although  the  Board  dW 
not  revoke  his  license).  Dr.  Dell  had  convinced  the  Board  that  he 
^TSnted  to  move  to  Texas  but  would  be  unable  to  if  the  misconduot 
charges  in  New  Hampshire  were  too  severe. 

So,  New  Hampshire  merely  reprimanded  him  and  required  that  he 
complete  a  medical  ethics  course  and  formally  acknowledge  to  the 
hospital  and  a  patient  that  he  had  lied,  before  renewing  his 
license.  New  Hampshire  expected  Dr.  Dell  to  become  some  other 
state's  problem,  but  the  plan  backfired.  * .  * 

Thanks  in  part  to  our  efforts.  Dr.  Dell  was  unable  to  get  « 
licensed  in  Texas,  and  returned  to  New  Hampshire  seeking  to 
reinstate  his  license.  The  state  has  reopened  his  case,  and  is 
finally  looking  at  the  pattern  of  patient  harm. 

In  the  meantime,  in  late  1990,  Dr.  Dell  went  to  New  York  and  was 
granted  temporary  privileges  at  Brookdale  Hospital.  In  February 
1991,  however,  Brookdale  terminated  his  temporary  privileges  and 
refused  to  grant  him  permanent  privileges  because  of  the  "nature" 
of  Dr.  Dell's  practice,  including  his  pre-operative  evaluation  of 
patient  needs,  surgical  performance  and  post-operative  care  of 
patients. 

In  1992,  the  Vermont  State  Medical  Board  disciplined  Dr.  Dell  based 
on  the  New  Hampshire  action  and  for  lying  on  his  license 
application  in  Vermont.  Although  the  action  they  took  was  very 
lenient,  it  was  stipulated  that  he  could  not  resume  practice  In  the 
state  until  the  New  Hampshire  case  was  resolved. 

New  York's  Medical  Board  Is  also  in  the  process  of  disciplining  Dr. 
Dell  based  on  both  the  New  Hampshire  and  Vermont  actions. 

New  Jersey  and  Maine  have  not  yet  moved  on  Dr.  Dell,  because  he  is 
currently  not  registered  to  practice  In  those  states. 

Although  Massachusetts  was  aware  of  the  actions  against  Dr.  Dell, 
they  just  recently  allowed  him  to  1t|enew  his  registration  to 
practice  medicine  in  that  state.  AAd  eV^n  though  he  been  unable  to 
get  hospital  privileges.  It  has  not  slowed  him  down. 
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Be  ha>  already  eet-up  five  private  olinioe  across  Massachusetts  and 
is  currently  working  there.  It  is  conceivable  that  because  he 
holds  licenses  in  so  many  state,  it  might  take  years  before  he  is 
finally  stopped  from  practicing. 

Nothing  will  ever  bring  Heather  back,  but  if  someone  had  spoken  up 
about  Dr.  Dell  beforehand,  our  daughter  might  be  alive  today.  Our 
family  lives  with  the  pain  of  losing  Heather  every  day.  It  is  a 
pain  we  do  not  wish  on  any  parent.  Medical  oonaumars  MOST  b# 
allowed  to  have  access  to  the  National  Practitioners  Data  Bank  in 
order  to  make  truly  informed  decisions  about  their  medical  ca^e. 
This  is  not  an  issue  of  revenge  ,  it  is  an  issue  of  public 
protection. 


The  public  has  a  right  to  know  about  Dr.  dell's  pattern 'o2^ 
dangerous,  unprofessional  and  unethical  care.  And  our  tragio 
experience  has  shown  us  that  we  cannot  rely  on  a  hospital,  or 
oversight  agency  to  protect  us  from  harm. 
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TBSltMONT  OF  MART  AND  TOH  MILLBR 
BBPORS 
THB  SMAZiL  BUSINESS  SUBCCWNXTBB  ON  RBOULATZON, 
BUSINESS  OPPORTUNITIBS  AND  TBCHNOLOOY 
JUNB  28,  1993 

Good  morning.  I  am  Mary  Miller  and  this  is  my  huBband  Tom.  We  are 
from  Putnam  County,  Connecticut.  Thank  you  for  the  opportunity  to 
speak  before  the  Subcommittee  today  on  an  issue  which  has  touched 
our  lives  and  which  we  feel  very  strongly  about.  Namely,  the  need 
for  consumer  access  to  information  about  doctors  performance 
records . 

In  December  of  1991,  I  made  an  appointment  with  Dr.  Steven  Ira 
Weber.  Dr.  Weber  had  only  just  moved  into  the  area  and  had  taken 
over  my  former  physician's  private  practice.  I  developed  what 
appeared  to  be  a  yeast  or  urinary  tract  infection  which  I  wanted  to. 
have  checked  out.  Dr.  Weber  was  anxious  to  meet  his  new  patients 
and  I  noticed  that  he  had  kept  on  my  former  doctors  office  staff. 
That  made  for  a  more  comfortable  transition  from  one  doctor  to  the 
other. 

He  treated  my  immediate  problem  and  scheduled  a  follow  up  in-pf fica 
visit  for  a  complete  checkup  and  review  of  my  medical  history.  My 
medical  history  included  surgeries  for  ruptured  ovarian  cysts.  I'd 
also  had  surgeries  to  clear  my  fallopian  tubes  to  enhance  my 
chances  of  becoming  pregnant  because  I  had  been  having  difficulty 
conceiving. 

During  that  next  visit,  Dr.  Weber  found  cervical  polyps.  An 
In-office  appointment  was  made  to  remove  them  and  biopsy  some 
tissue  from  my  endometrium  to  help  determine  why  I  was  growing 
polyps.  The  following  week  I  received  a  call  from  his  office 
stating  that  there  was  a  problem  with  the  biopsy  and  they  needed  to 
do  a  blood  workup  on  me. 

When  I  came  in  to  have  the  blood  drawn,  I  asked  if  there  was 
anything  more  they  could  tell  me.  The  nurse  said  the  doctor  would 
be  in  to  talk  to  me,  but  when  he  arrived,  all  he  would  volunteer 
was  that  my  estrogen  levels  seemed  high  and  the  blood  work  was  just 
routine. 

The  next  day,  his  office  called  again.  This  time  they  wanted  me  to 
come  in  so  that  Dr.  Weber  could  remove  additional  tissue  from  my 
endometrium  which  they  claimed  they  had  not  completely  removed 
during  that  first  procedure.  This  request  was  not  urgent,  but  they 
did  indicate  that  sooner  was  better  than  later.  When  I  asked  his 
nurse  if  there  was  anything  I  should  be  worried  about,  she  said 
that  the  doctor  would  explain  everything  and  that  there  was  nothing 
to  fear.  But  I  was  afraid  that  they  had  found  something  in  the 
biopsy  they  weren't  telling  m«  «l>6Ut,  so  1  scheduled  the 
appointment  for  that  afternoon.      "  " 
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That  ln-offlc«  procedure  was  done  on  Friday,  January  17,  1992, 
which  was  the  last  time  I  saw  Dr.  Weber  as  a  patient. 

On  the  following  day,  Saturday,  I  began  bleeding  vaginally  and 
became  alarmed.  My  husband  took  me  to  the  emergency  room  of  our 
local  hospital,  Day  Kimball  Hospital  in  Putnam.  Dr.  Weber's 
service  was  called  but  they  said  he  was  off  for  the  weekend.  So  I 
was  seen  by  the  E.R.  physician  who  was  a  visiting  fellow  from  Yale- 
Hew  Haven  Hospital  in  New  Haven  Connecticut. 

Blood  work  at  the  E.R.  revealed  that  I  was  pregnant  and  in  danger 
of  losing  the  pregnancy.  They  allowed  me  to  return  home  but 
scheduled  a  follow  up  visit  for  noon  the  next  day  to  have  an 
ultrasound  to  determine  if  the  pregnancy  was  still  intact. 

I  was  in  shock.  My  husband  and  1  began  asking  ourselves  if  there 
was  any  way  Dr.  Weber  could  have  known  about  the  pregnancy,  and  if 
he  did,  why  hadn't  we  been  told.  The  ultrasound  confirmed  that  the 
pregnancy  was  lost  and  we  were  told  that  the  procedure  Dr.  Weber 
did  in  his  office  that  Friday  could  have  been  the  cause. 

At  that  point,  X  requested  all  my  records  from  Day  Kimball  Hospital 
as  well  as  the  records  form  Weber's  office  in  an  attempt  to  piece 
together  the  events  that  had  just  taken  place. 

Dr.  Weber  became  uncooperative,  delaying  access  to  lab  test  results 
and  also  told  us  that  he  h&d  known  about  the  pregnancy  but  didn't 
tell  me  because  he  didn't  feel  the  pregnancy  was  viable.  Only 
after  we  gotten  hold  of  all  the  records,  did  the  horror  of  what 
really  happened  begin  to  sink  in. 

Dr.  Weber  had  not  ordered  a  pregnancy  test  during  my  initial 
examination.  He  believed,  as  we  believed,  based  on  my  medical 
history,  that  I  could  not  have  been  pregnant. 

It  turned  out  that  the  polyps  he  removed  revealed  nothing  unusual, 
but  the  "endometrial"  tissue  he  had  biopsied  revealed  "products  of 
conception".  The  blood  work  he  ordered  on  me  was  not  to  diagnose 
or  evaluate  my  estrogen  levels,  but  was  actually  a  pregnancy  test 
to  confirm  the  pathological  findings.  The  second  surgical 
procedure  he  did  that  Friday,  which  he  called  a  mini  D  &  C,  was  in 
fact  done  to  remove  the  last  remaining  traces  of  the  embryo  form 
the  uterus.  But,  he  had  obviously  not  done  a  good  job  at  that 
either. 

This  started  a  long  trail  of  discovery  for  me  and  my  husband,  and 
what  we  found  out  about  Dr.  Weber  was  truly  horrifying.  Based  on  my 
incident.  Day  Kimball  Hospital  withdrew  Dr.  Weber's  privileges  and 
reported  him  to  the  Connecticut  Board  of  Medical  Examiners.  The 
Board  then  issued  a  summary  suspension  against  his  license.  An 
attorney  from  the  Board  contacted  us  to  ask  if  we  would  be  willing 
to  testify  at  a  Dr.  Weber's  disciplinary  hearing. 
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Upon  meeting  with  the  Board'*  attorney,  w«  laarned  that  In  1990, 
Dr.  Weber  had  lost  hla  llcen»«  to  practice  In  New  York  based  on 
numerous  Instances  of  gross  negligence,  incompetence  and  patient 
abuse. 

Some  of  the  charges  Weber  was  found  guilty  of  include i 

o    Waiting  three  hours  before  calling  an  ambulance  for  a  woman 
whose  womb  he  had  accidantly  punctured  during  a  routine 
abortion  in  his  office,  yhe  woman  lost  her  uterus  and  nearly 
died. 

o    Using  10  to  20  times  the  standard  does  of  a  labor-inducing 
drug  that,  when  overused,  can  cause  a  woman  to  die  of  heart 
failure. 

o    Misreading  the  fetal  warning  signs  that  a  woman  in  labor 
needed  a  caesarean  section.  The  babv  died. 

o    Slapping  the  face  of  a  patient  in  labor. 

o    Falling  to  detect  signs  of  gestational  diabetes,  and 

misreading  the  seriousness  of  the  fetal  stress  test  during 
that  patient's  labor.   The  babv  died  In  the  womb. 

o    Improper  use  of  forceps  and  falling  on  a  patient  during 

delivery.  Tl>e  babv  was  born  alive,  but  with  a  cut  over  the 
right  eve,  and  a  blood  cvst  on  the  scalp. 

When  we  asked  the  Board's  attorney  how  Connecticut  could  have 
allowed  a  doctor  who  had  been  found  guilty  of  such  atrocities  to 
obtain  a  Connecticut  license,  we  were  told  that  Dr.  Weber  was 
already  licensed  in  Connecticut  at  the  time  his  New  York  license 
was  revoked.  In  fact,  during  the  time  he  was  in  private  practice  in 
New  York  he  was  also  working  weekends  and  in  his  spare  time  at  a 
family  planning  clinic  in  Danbury,  CT.,  performing  abortions. 

Since  Connecticut  had  no  record  of  complaints  against  him,  his 
license  was  not  revoked  despite  the  New  York  action.  But  Weber's 
attorney  did  concede,  based  on  the  New  York  action,  that  there  were 
obvious  gaps  in  Weber's  medical  training,  so  Connecticut  placed  him 
on  probation. 

Part  of  his  agreement,  required  that  he  be  supervised  when  in  a 
hospital  setting,  and  that  the  hospital  submit  quarterly  progress 
reports  to  the  Board.  This  stipulation,  however,  left  me  and  all 
his  other  office  patients  totally  vulnerable,  because  there  was 
nobody  to  supervise  him  when  he  did  procedures  in  the  privacy  of 
his  own  office. 
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At  Weber's  disciplinary  hearing,  the  Chief  of  Staff  at  Day  Kimball 
Hospital  testified  that  when  he  confronted  Weber  about  what  he  had 
done  to  me,  Weber  responding  by  saying  that  "there  is  mor« 
liability  in  a  damaged  fetus  than  an  aborted  one".  And  during  a 
subsequent  conversation  with  the  Head  of  the  OB/GYN  Department  at 
Day  Kimball,  Weber  dismissed  what  he  had  done  to  me  by  saying, 
"I've  done  10,000  abortions.  What's  one  more?". 

We  also  learned  that  Weber  had  received  his  medical  training  in 
Mexico,  at  a  school  investigated  for  the  ease  with  which  one  could 
enter  and  graduate,  but  which  failed  to  meet  the  barest 
requirements  for  a  medical  education. 

No  one  ever  came  forward  with  any  of  this  information.  Not  the 
staff  in  his  office  who  I  knew  for  years,  prior  to  Weber's  taking 
over  the  practice.  Not  Day  Kimball  Hospital  where  we  were  known 
personally  and  professionally  by  several  people.  We  did  not  know 
about  his  substandard  medical  education  or  his  prior  problems  in 
another  state. 

When  we  asked  questions  pertinent  to  my  health  and  well-being  wa 
were  lied  to.  The  hospital  had  access  to  information  on  him 
through  the  National  Practitioners  Data  Bank  (his  license  was 
revoked  September  24th,  1990)  yet,  they  decided  to  give  him  the 
benefit  of  the  doubt  and  allowed  him  to  practice  in  our  community. 
We  had  no  information  available  to  us  to  make  an  Informed  decision 
about  my  health.  And  because  of  the  lies  he  told,  we  were  never 
given  the  opportunity  to  get  a  second  opinion,  or  give  informed 
consent  for  the  procedures  he  did. 

Six  months  ago,  our  first  child  was  born,  so  we  feel  very 
fortunate.  But  at  the  time  I  lost  the  pregnancy,  I  had  no  idea  if 
I  could  ever  become  pregnant  again.  And  even  though  we  do  feel 
blessed,  we  think  about  that  little  person  who  will  never  be  in  our 
lives,  and  the  cruel  and  inhuman  treatment  that  prevented  him  or 
her  from  being  born.  And  even  though  Connecticut  finally  did 
revoke  his  license,  it  does  not  excuse  the  fact  that  innocent  lives 
were  placed  at  risk  because  of  their  initial  failure  to  take 
aggressive  action  against  him. 

If  we  had  been  able  to  access  the  National  Practitioners  Data  Bank, 
we  would  have  seen  that  this  was  not  a  doctor  who  made  one  or  two 
mistakes  in  a  lifelong  career,  but  a  relatively  young  doctor  who 
made  a  number  of  his  patients  suffer  devastating  harm  and  losses, 
and  whose  medical  license  was  revoked  in  another  state.  There  is 
no  question  that  we  would  have  stayed  away. 

Mary  and  Tom  Miller 

533  Church  Street 

Putnam  County,  Connecticut  06260 
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TESTIMONY 

OP 

JOSBFINA  PEREZ 

HEARING  ON  CONSUMER  CHOICE  AND  QUALITY  OF  HEALTH  CARE 

JUNE  28,  1993 

1.  My  name  Is  Josef ina  Perez.  I  live  in  Homestead,  Florida. 
I  cun  a  single,  working  parent. 

2.  I  am  a  Medicaid  recipient,  with  four  minor  children. 

3.  We  were  enrolled  in  the  Community  Medical  Plan  HMO. 

4.  During  the  evening  of  September  24,  1992,  I  went  to  the 
emergency  rocxn  at  South  Miami  Hospital  in  Homestead  because  I  was 
bleeding  and  having  contractions.  I  had  not  had  a  period  in  three 
months  and  assumed  I  was  pregnant.  I  had  had  two  positive 
pregnancy  tests.  The  HMO  was  closed  at  that  time.  On  September 
29,  1992,  I  did  miscarry.  This  was  confirmed  by  the  gynecologist 
I  saw  later  that  day  who  reviewed  my  earlier  bloodtest  and  did  an 
ultrasound. 

5.  The  HMO  is  now  refusing  to  pay  the  bill  from  the 
emergency  room. 

6.  In  December,  1992,  I  took  one  of  my  daughters  to  the 
emergency  room  because  she  had  had  a  fever  for  three  days  and  when 
the  fever  broke  her  mouth  was  full  of  bleeding  sores.  She  was 
bleeding  so  badly  from  her  mouth  that  she  had  been  ed^le  to  drink  or 
eat  very  little  for  the  past  few  days.  Again  it  was  in  the  evening 
and  the  HMO  was  closed. 

7.  Before  taJcing  my  daughter  to  the  emergency  room,  I  had 
called  the  HMO  during  the  day  and  was  told  the  doctor  was  on 
vacation  and  that  I  should  go  to  the  emergency  room. 

8.  The  emergency  room  registrar  called  the  HMO  for  approval 
and  was  told  that  this  was  not  an  emergency  and  my  daughter  could 
not  be  seen.  The  hospital  registrar  told  me  to  call  the  HMO  to  see 
if  I  could  reason  with  them.  I  called  the  HMO  and  asked  to  speak 
with  the  "approver"  and  the  answering  service  said  I  was  not 
allowed  to  do  so,  that  only  hospitals  and  HRS  are  allowed  to  speaJc 
to  the  "approvers",  not  the  client.  I  asked  the  answering  service 
operator  is  she  could  deliver  the  approver  a  message  to  see  if  my 
daughter  could  be  treated  at  the  emergency  room  because  she  had 
been  bleeding  badly  from  her  mouth  and  was  unable  to  eat  or  drink 
with  all  the  blood.  She  said  I  would  have  to  wait  until  Monday 
when  her  regular  doctor  came  in.  I  protested  that  she  would  have 
to  inrait  three  more  days  and  was  not  able  to  eat  or  drink  and  the 
HMO  still  refused  to  let  her  be  seen. 

9.  The  hospital  called  the  HMO  back  because  they  saw  my 
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daughter  was  in  pain  and  the  HMO  still  refused  to  treat  her.  The 
hospital  told  me  I  would  have  to  give  them  money  up  front  which  I 
did  not  have. 

10.  I  called  the  HMO  back  and  asked  the  operator  for  her 
name.  She  told  me  it  was  "none  of  my  damn  business"  and  hung  up  on 
me. 

11.  I  went  home  and  treated  my  daughter  myself  with  medicine 
which  my  son  had  been  taking.  He  then  ended  up  getting  sick  again. 

12.  On  the  following  Monday  I  called  the  HMO  and  told  them 
what  happened  the  previous  Friday  evening  and  I  was  told  they  would 
"Take  care  of  it."  I  also  told  them  I  wanted  to  disenroll  from  the 
HMO  and  the  HMO  insisted  this  would  not  happen  again. 

13.  I  also  told  them  they  had  not  been  paying  the  bill  for  my 
emergency  room  treatment  in  September  because  I  was  getting  the 
bills.  The  HMO  denied  the  fact  that  they  were  not  paying  the 
bills.  They  told  me  to  photocopy  the  bills  and  send  them  to  them. 
I  did  so  and  the  bills  have  still  not  been  paid. 

14.  In  December  I  called  the  number  on  the  back  of  the  card 
regarding  complaints.  The  lady  that  answered  the  phone  told  me 
that  she  could  not  speak  to  me  and  that  I  should  talk  to  my  HRS 
worker.   She  hung  up  on  me. 

15.  I  called  the  HMO  again  to  speak  with  a  supervisor  about 
my  problems  and  was  told  that  the  reason  the  hospital  bill  will  not 
be  paid  was  that  the  hospital  did  not  seek  approval  from  the  HMO 
before  I  was  seen  so  I  had  to  pay  the  bill. 

16.  I  also  have  a  daughter  who  had  chronic  ear  infections  for 
six  months.  She  finally  received  approval  to  be  seen  by  a 
specialist.  However,  the  specialist's  office  is  in  Hallendale.  I 
live  in  Homestead,  which  is  over  an  hour  and  one-half  away.  Since 
I  do  not  know  my  way  around  that  area  I  called  the  HMO  for  their 
van  service  and  stayed  home  from  work  a  half  day  in  order  to  wait 
for  the  van.   The  van  never  came. 

17.  When  I  asked  for  a  new  appointment  with  the  specialist 
since  the  van  never  came,  I  was  told  that  I  would  not  get  another 
approval  since  I  missed  the  first  appointment  with  the  specialist. 

18.  In  April,  one  of  my  daughters  fell  and  injured  her  face. 
I  called  the  HMO  and  was  told  that  her  doctor  was  on  vacation.  I 
asked  if  I  could  take  her  to  the  emergency  room  and  was  told  "no". 
The  HMO  receptionist  said  she  would  call  back  with  the  naone  of 
another  doctor  but  she  never  did.  I  continued  calling  a  number  of 
times  but  the  HMO  never  called  back  with  a  referral.  My  daughter's 
face  was  badly  swollen  and  she  had  trouble  breathing.  She  was 
unable  to  go  to  school  and  I  had  to  miss  work  in  order  to  stay  home 
with  her. 
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19.  Around  the  same  time  another  daughter  got  an  ear 
infection.  Again,  I  was  told  her  doctor  was  on  vacation  so  I  asked 
for  another  doctor.  The  HMO  receptionist  said  she  would  call  back. 
I  called  back  2  times,  left  the  same  message,  waited  at  home  all 
day  and  never  received  a  call  back. 

20.  After  the  doctor  Ccime  back  from  vacation,  I  called  him 
again  and  he  told  me  that  she  would  need  an  appointment  to  see  him, 
and  that  since  no  appointments  were  available  for  awhile,  she 
should  go  to  the  emergency  room.  I  took  my  daughter  to  the 
emergency  room  for  treatment.  The  emergency  room  is  now  billing  me 
for  her  treatment . 

21.  I  began  trying  to  get  disenrolled  from  the  HMO  in 
February  and  was  not  disenrolled  until  May. 

SUBSCRIBED  AND  SWORN  TO  under  the  pain  and  penalty  of  perjury 
this  6/25/93  day  of  June,  1993, 

JOSEFINA  PEREZ,  Affiant 
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TESTIMONY 

House  of  Representatives 

Subcommittee  on  Regulation,  Business  Opportunities  and  Technology 

Hearing  on  Freedom  of  Choice  and  Quality  of  Health  Care 

Chainnan,  Ron  Wyden 

June  28,  1993 

ACCESS  TO  EXPERT  HEALTH  CARE  FOR  PERSONS  WITH  RARE  DISORDERS 


Thank  you  for  the  opportunity  to  speak  with  you  about  patients  with  rare  disorders  who  have 
difficulty  getting  appropriate  care  through  their  HMOs.  Rare  disorders  are  not  so  rare,  when 
you  consider  that  one  person  in  twelve  has  a  condition  which  may  require  specialized  care. 

OVERVIEW  FROM  PERSPECTIVE  OF  PATIENT  NEEDS 

My  name  is  Robert  I.  White,  Jr,  and  I  am  an  interventional  radiologist;  that  is,  I  perform  image 
guided  procedures  without  surgery  --  euphemistically  known  as  "surgery  without  a  knife".  As 
such,  our  patients  spend,  on  average,  24  to  48  hours  in  the  hospital,  and  have  no  significant 
post  procedure  recovery.  I  am  also  the  Chairman  of  Diagnostic  Radiology  at  Yale  University 
School  of  Medicine  and  Chief  of  the  Section  of  Diagnostic  Imaging,  Yale-New  Haven  Hospital 
and  Chair  of  the  Medical  Advisory  Board  of  HHT  Foundation  International,  Inc.  Hereditary 
Hemorrhagic  Telangiectasia  (HHT)  is  a  rare  disorder  of  blood  vessels  effecting  the  nose,  brain, 
limg  and  intestine.  In  a  typical  week,  we  will  spend  between  five  and  ten  hours  in  fi-ustrating 
negotiations  with  HMOs  and  other  managed  care  providers  tryirvg  to  help  our  patients  through 
the  system. 

The  following  short  patient  presentations  are  illustrative  of  the  frustrations  shared  by  the 
patients  and  ourselves  dealing  with  the  HMOs. 

C.K.  is  a  45  year  old  Palo  Alto,  CA  teacher  who  has  HHT.  Her  HMO  refused  to  let  her  be 
treated  at  Yale-New  Haven  Hospital.  Today  she  is  requiring  blood  transfusions  for  an  anemia 
secondary  to  gastrointestinal  bleeding  which  is  a  result  of  her  disease.  She  is  afraid  to  appeal 
to  her  HMO  because  she  is  concerned  she  will  lose  coverage. 
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L.  M.  is  a  50  year  old  Hartford,  CT  man  with  a  3  year  history  of  aUergic  reactions  to  iron 
infusions.  He  has  refractory  nosebleeds  (epistaxis)  which  last  anywhere  from  2  to  3  hours; 
gastrointestinal  bleeding,  anemia  and  angina  pectoris. 

For  the  past  3  years  he  has  been  followed  by  a  Hartford  HMO.  He  came  to  us  for  an 
evaluation  at  Yale  after  a  great  many  frustrating  delays  by  his  HMO.  In  addition  to  diagnosis 
and  treatment  of  gastrointestinal  bleeding,  he  needed  a  specialized  nasal  operation,  which  is 
not  available  in  New  Haven  or  Hartford.  We  treated  him  for  his  intestinal  bleeding  and  finally 
convinced  the  HMO  that  they  needed  to  send  him  to  Boston  for  nasal  surgery.  We  had  to 
threaten  the  medical  director  of  the  HMO  with  a  lawsuit  if  the  padenf  s  care  was  less  than 
optimal  before  the  patient  was  permitted  to  go  to  Boston  for  the  nasal  operatiotL 

A.R.  is  a  58  year  old  woman  with  brain  abscess  and  a  large  PAVM  --  pulmonary  arteriovenous 
malformation,  this  is  a  malformation  of  the  arteries  and  veins  which  can  cause  stix)ke,  brain 
abscesses  and  excessive  bleeding  within  the  limgs.  She  was  followed  in  Boston  by  a  prominent 
physician  at  a  well-known  HMO.  They  recommended  surgical  removal  of  the  lung.  This 
would  have  been  a  difficult  operation  costing  2-3  times  the  less  invasive  alternative.  The 
patient's  son  learned  of  HHT  and  the  non-invasive  therapy  we  use  at  Yale  for  treating 
pulmonary  malformations  (a  technique  that  I  developed  which  is  similar  in  complexity  to 
coronary  balloon  angioplasty,  but  instead  blocks  the  abnormal  blood  vessel  of  the  limg  and 
takes  twice  as  long  to  perform).  The  patient  came  to  Yale  after  many  hours  of  negotiations 
with  the  HMO.  We  treated  her  with  the  non-invasive  balloon  procedure.  She  did  not  require 
surgery.  There  was  no  post  operative  recovery.  She  was  discharged  within  48  hours  and  is 
doing  very  well. 

B.  C,  a  62  year  old  woman  with  HHT,  was  to  come  to  Yale  for  treatment.  Before  we  could 
do  the  balloon  procedure,  we  needed  a  specific  study,  a  measure  of  blood  oxygen  in  room  air 
and  after  breathing  100%  oxygetL  The  HMO  insisted  that  they  would  do  the  initial  procedure 
themselves  in  their  own  facility  to  reduce  her  care  cost. 

Our  clinical  nurse  coordiiator,  Catherine  Burdge,  explained  to  the  HMO  that  it  was  very 
important  that  the  measure  of  blood  gases  be  done  at  Yale-New  Haven  Hospital  because  we 
have  the  special  equipment  and  expertise  needed  to  perform  it,  as  weU  as  the  physicians  who 
are  experienced  in  the  technique.  The  HMO  refused. 

When  the  patient  arrived  at  Yale,  it  was  apparent  from  the  report  that  the  study  had 
been  done  incorrectly.  It  had  to  be  repeated,  and  caused  additional  anxiety  and  expense  for 
the  patient. 

The  real  problems  with  HMOs  trying  to  treat  rare  disorders  are  that  they  often  lack 
experience  and  physicians  who  have  expertise  in  specialized  techniques  needed  for  diagnosis 
and  treatment  of  rare  disorders. 
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OVERVIEW  OF  RARE  DISEASES  AND  PATIENT  NEEDS 

*There  are  5,000  rare  disorders  affecting  20  million  Americans.  This  means  that  one 
in  twelve  of  us  has  a  condition  that  may  require  special  care.  A  rare  disease  is  defined  as 
200,000  or  less  affected  individuals.  Examples  include:  Tourette's  Syndrome,  (which  the 
Child  Psychiatists  treat  at  Yale),  Autism,  Himtington's  disorder,  Qeft  palate.  Spina  bifida,  Lou 
Gehrig's  Disease,   and  the  one  Fm  interested  in  which  is  HHT. 

*There  are  centers  of  excellence  for  treating  rare  disorders  in  this  coimtry;  which  are 
defined  as  a  health  care  facility  with  a  concentration  of  physicians  and  morses  seeing  minimally 
30-40  patients  yearly  with  the  disorder  and  with  proven  expertise  as  demonstrated  by  articles 
published  in  peer  reviewed  journals. 

*Physician-specialists  at  centers  of  excellence  with  an  interest  in  the  specific  rare  disease 
which  they  study  and  treat,  will  often  lower  their  own  fees  and  lobby  for  the  hospital  to  do 
the  same  in  order  to  make  specialized  treatment  affordable  and  available. 

*The  National  Organization  of  Rare  Diseases  (NORD)  is  a  highly  effective  advocacy 
group  comprising  a  coalition  of  non-profit  organizations  representing  rare  disorders. 

RECOMMENDATIONS 

1.  Freedom  of  choice  for  patients  with  a  rare  disorder;  that  is,  the  ability  to  seek  diagnosis 
and  treatment  in  a  center  with  specialized  expertise  for  managing  their  condition. 

2.  Point  of  service  option  --  by  that  we  mean  the  patient  with  a  rare  disorder  can  seek  an 
alternate  care  provider  without  undue  penalties  such  as  financial  loss  or  other  penalties  such 
as  loss  of  instirance. 

3.  Ombudsman  for  rare  disorder  so  patient/physician  are  provided  with  choices. 

4.  Managed  competition  and  cost  to  be  facilitated  by  a  simple  type  of  agreement  so  that 
patients  do  not  lose  treatment  options  or  delay  in  diagnosis  during  lengthy  negotiations 
between  insurance  companies,  hospitals,  HMOs,  physicians  and  employers. 

5.  Routine  referrals  by  HMO's  iand  managed  care  practitioners  to  centers  of  excellence  for  rare 
disorders,  as  defined  by  Jesse  G.  Thoene,  MD  in  The  Physicians'  Gmde  to  Rare  Diseases. 
Dowden  Press,  Montvale,  NJ  1992. 


7.7.93  testify.amend 
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SUMMARY  FOR  JULY  W  MEETING 
HHT  FOUNDATION  INTERNATIONAL,  INC 


INTRODUCTION 

As  ■  result  of  pluming  for  the  first  HHT  Foundation  International,  Inc.  meeting  July 
25  •  26, 1992,  it  «vas  decided  to  write  an  updated  tununary  of  some  of  the  features 
tjjodated  with  Has  disorder.  Hereditary  Hemorrhagic  Teliigiectasia  (HHO  and  its 
other  wen  known  name,  Osler-Weber-Rendu  Disease  (OWR),  was  first  described  in 
1896  by  Professor  Rendu,  a  French  internist  Some  of  you  know  it  as  Osier's  Disease 
after  Sir  William  Osier  v^o  was  a  famous  Canadian  and  American  Internist;  he 
described  the  familial  association  of  HHT  while  he  was  a  senior  professor  of 
medicine  at  Johns  Hopkins  Hospital  in  1901.  The  other  physician  whose  name  is 
associated  with  this  syndrome  is  Professor  Weber,  a  dermatologist  who  practiced  and 
lived  in  England  and  was  responsible  for  describing  in  detail  Ae  dermatologic 
manifestations  of  this  syndrome. 

Progress  in  understanding  and  treating  HHT  is  occurring  more  rapidly  now  than  in 
previous  decades.  It  is  highly  likely  before  the  end  of  the  20th  century  that  the 
chromosome,  and  possibly  the  gene,  for  HHT  will  be  localized  thus  enabling  families 
to  obtain  genetic  confirmation  through  a  blood  test. 

HHT  ejects  primarily  four  organ  systems.  These  include  die  brain,  Itmg,  nose,  and 
gastrointestinal  system.  HHT  is  not  a  disorder  of  blood  clotting  or  clotting  foctors 
within  the  blood,  but  instead  is  a  disorder  of  the  small  and  medium  sized  arteries 
of  the  body.  The  arteries  either  have  abnormal  structure  leading  to  inaeased 
fragility  (bleeding  and  aneurysm  "bubble"  formation)  or  abnormal  direct  connection 
with  veins  (arteriovenous  m^onnadon).  The  diagnosis  of  HHT  is  often  overlooked 
since  symptoms  may  be  relatively  mOd.  In  some  families,  HHT  can  be  lethal  and  it 
is  estimated  that  the  mortality  from  complications  associated  with  HHT  is 
approximately  10%.  Fortunately,  deaths  attributable  to  HHT  can,  in  most  instances, 
be  prevented  by  screening  and  treatment  for  this  disorder.  Furthermore,  many 
disabling  symptoms  may  be  treated  effectively  and  it  is  likefy  that  within  the  next 
decade  additional  new  treatments  will  be  perfected. 

GENETICS 

HHT  is  considered  an  autosomal  dominant  disorder  meaning  that  50%  of  children 
of  a  mother  or  fother  wiA  HHT  will  be  affected.  The  other  chDdren  wifl  not  be 
affected  nor  will  they  pass  the  gene  on  to  their  children.  Most  large  tiniversity 
medical  centen  have  genetic  counseling  available  and  additional  information  about 
HHT  can  be  obtained  from  HHT  Foundation  International,  Inc. 
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Nosebleeds  (epistazis)  occur  in  90%  of  patients.  In  50%  of  patients,  nosebleeds  fiist  appear 
before  adolescence  and  90%  of  patients  will  have  recurreiu  nosebleeds  start  before  age  21. 
Symptoms  may  be  mild  or  so  severe  that  patients  may  experience  daily  nosebleeds  lasting  30- 
60  minutes.  In  general,  nosebleeds  will  become  more  severe  widi  age,  although  some  patients 
e3g>erience  a  remission  in  later  life. 

In  addition  to  humidification  and  nasal  moistenen,  many  therapies  have  been  developed  to 
aid  in  controlling  hemorrhage.  Iron  supplements  are  often  required  to  keep  die  blood  count 
in  a  more  normal  range.  Some  patients  require  blood  transfusions. 

Palliation  for  recurrent  nosebleeds  can  be  achieved  by  septal  dermoplasty,  a  surgical  prt>cedure, 
which  involves  placing  skin  grafts  in  the  iimer  nose.  This  procedure  may  have  to  be  repeated 
every  five-  to  ten  years  to  obtain  satisfactory  palliatioiu  Different  forms  of  laser  application 
to  the  inner  lining  (mucosa)  of  the  nose  have  also  been  used  successfully  to  palliate 
nosebleeds.  Radiologic  techniques  including  blocking  the  aneries  to  the  nose  with  plastic 
particles  have  been  used  to  provide  relief  in  patients  with  severe  nosebleeds.  Finally, 
combinations  of  estrogen  or  progesterone  and  anabolic  steroids  have  been  used  successfully 
in  maintenance  form  to  reduce  bleeding.  All  of  these  therapies  will  be  successful  in  some 
patients.  It  is  anticipated  that  over  the  course  of  the  next  ten  yean,  comparative  trials  of  these 
different  forms  of  management  will  be  conducted  leading  to  an  improved  decision  tree  for 
treatment  of  nosebleeds. 

LUNG: 

Pulmonary  aneriovenous  malformations  (PAVMs) :  represent  direct  connections  between  the 
arteries  and  veins  in  the  lung.  Approximately  15-  to  20%  of  patients  with  HHT  may  be 
affected  by  PAVMs.  When  multiple  or  when  PAVMs  affect  the  hmg  diffusely,  patients  maybe 
symptomatic  very  early  in  life.  The  lung  in  patients  with  PAVM  no  longer  oxygenates  blood 
effectively  and  the  direct  coimections  between  the  arteries  and  veins  prevents  the  filter 
function  normally  present  in  the  luiigs.  For  this  reason,  patients  may  be  short  of  breath  or 
cyanotic  (blue)  becaiise  of  passage  of  blood  through  the  lung  without  oxygenation  or  they 
e^^rience  strokes  or  abscesses  within  the  brain  because  of  the  absence  of  the  filter  function 
of  the  lung  (which  allows  passage  of  small  blood  clots  or  bacteria  through  the  PAVM  to  the 
brain). 

As  mentioned  earlier,  patients  may  be  symptomatic  as  early  as  in  the  newborn  period  but  more 
often  than  not,  symptoms  do  not  appear  until  the  second  or  third  decade.  The  risk  of  brain 
abscess  and  stroke  is  always  present  hence  the  importance  of  screening  patients  early  in  life 
when  there  is  a  family  history  of  PAVMs.  Other  symptoms  which  can  be  life-threatening  and 
associated  with  PAVMs  include  hemonhage  into  the  lung.  Coughing  up  of  blood  (hemoptysis) 
and  hemorrhage  into  the  space  s\irrounding  the  hmg  (hemothorax)  are  dangerous 
complications.  There  is  some  association  of  these  hemorrhagic  complicatiotu  of  die  lung  widi 
pregnancy  hence  the  importance  of  screening  women  with  HHT  before  the  child-bearing  age. 

Up  until  1978,  surgery  was  required  to  remove  die  most  affected  portion  of  die  lung  in  order 

to  prevent  these  complications.  Since  1 978,  embolization  techniques  performed  by  radiologists 
using  balloons  or  stainless  steel  coils  have  replaced  surgery  as  the  primary  method  for 
treatment  Once  a  PAVM  is  occluded  by  these  interventional  radiology  tedmiques,  it  will  not 


87 


recur.  Other  mull  PAVMt  grow  with  time  and  to  once  a  patient  has  been  treated  for  PAVMs, 
tftey  must  be  docely  followed  bjr  dieir  physician  to  detect  gro%vth  of  unocchided  PAVMs.  Most 
patients  will  require  additional  fmboliVation  procedures  between  itx  and  ten  yean  after  their 
first  treatment. 

Oral  anfibjotirt  before  dental  ckaninf  or  dental  wodc  are  necessary  for  die  remainder  of  a 
patient's  hit  after  the  diagnnris  of  PAVMs  has  been  csttblished.  There  are  always  tauD 
PAVMs  present  which  nay  allow  bacteria  to  pass  dirou^  diem  after  dental  cleaning  hence 
die  importance  of  proph^actic  antibiotics  before  dental  work. 

Much  of  the  serious  moibidiqr  and  mortality  associated  widi  HHT  is  due  to  undetected  PAVMs. 
Patients  %vith  PAVMs  may  be  entirely  asysqitomatic  if  diey  only  have  one  or  two  hence  the 
itqwrtance  of  proper  ccieening  for  diis  manifestation  of  HHT. 

BRAIN: 

Brain  arteriovenous  malformations  and  aneurysms  are  imown  to  occur  in  patients  %vith  HHT. 
It  b  difOcult  to  estimate  with  any  certaingr  how  often  brain  malformatioiu  or  aneurysms  occur. 
What  is  known  is  dut  once  one  member  of  a  fofflily  has  a  brain  malformation  or  an  aneurysm, 
probably  other  members  in  die  funily  wiD  also  be  affected.  Aneurysms  and  arteriovenous 
malformations  of  the  brain  may  cause  cerebral  hemordiage  (a  form  of  ctroke)  and  may  even 
be  lethal  As  mentioned  in  the  previous  section,  the  brain  is  affected  tecondarify  with  stroke 
and  brain  abscess  in  patients  widi  PAVM.  In  one  of  the  largest  subgrotqi  of  patients  widi  HHT 
■nd  PAVM  studied  by  modem  brain  imaging  techniques,  abscess  and  stroke  were  more 
common  than  anetoysm  and  arteriovenous  malformation.  What  is  not  known  presendy  is  the 
incidence  of  brain  aneurysm  and  arteriovenous  malfoimation  in  HHT  patients  widiout  PAVMs. 

Miyraine  he  «d>ph»*  aeetiT  faiup  to  70%  of  parientt  with  HHT  mnA  PAVM.  Migraine  headache 

Is  often  an  in^ortant  due  suggesting  that  a  patient  widi  HHT  may  also  have  PAVMs. 
Embolization  of  the  PAVM  may  relieve  die  frequency  of  migraine  headache.  Embolization 
combined  with  mfdicines  is  usualfy  very  effective  in  relieving  headache  symptoms. 

Treatment  methods  for  primary  brain  aneurysms  and  malfotmatioiu  have  evolved  rigidly  over 
the  past  ten  years.  Both  surgical  and  interventional  radiology  approaches  are  possible  for 
treating  brain  aneurysms  and  arteriovenous  malformatioiis.  Brain  arteriovenous 
nulfotmations  of  small  size  can  also  be  treated  by  radiation.  In  most  fTH*»«"'*«.  when  diese 
abnormalities  are  detected,  treatmeiu  should  be  strongj^  considered. 

It  vpears  diat  in  patients  %vidi  PAVMs,  stroke  can  be  prevented  by  dier^eutie  ocdusion  of 
PAVMs  using  radiologic  techniques.  While  stroke  can  be  prevented  if  PAVMs  are  detected  and 
treated,  patients  with  PAVMs  are  ahvays  at  risk  for  bf^  abscess  and  must  dierefore  tike 
prophjdaetie  antiWotict  before  dental  woik. 

GAS-raoiwTEsnwAi.  TOArr; 

Gastrointestinal  bleeding  occurs  in  appro«imate^y20H  of  patients  with  HHT.  Bkedingfrom 
die  gastrointestinal  tract  usually  does  not  begin  until  die  foordi  or  fifdi  decade,  btaangr 
inst«ices,c«Htomhetapy  will  maintain  die  Mood  henatocrft  and  hone^obin  at  near  aotnal 
vihies.  Some  patimts,  dwugh,  require  numerous  bkiod  transfusiofis  and  deadis  may  occur 
from  bleeding  fomplicatioos  associated  widi  HHT. 
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Treatment  for  bleeding  from  die  gastrointestinal  tract  has  included  laser  dierapy  and  surgical 
resection  of  affected  portions  of  die  bowel  or  stomach.  More  recently,  hormonal  therapy  with 
estrogens  and  progesterones  and  anabolic  steroids  has  been  advanced  as  possible  treatment 
for  intractable  bleeding.  Certain!^  over  d>e  next  decade,  significant  research  needs  to  be 
directed  to  determine  die  most  effective  q>proach  for  managing  bleeding  from  die 
gastrointestinal  tract  for  patients  with  HHT. 

h  is  in^ortant  not  to  attribute  all  bleeding  from  die  gastrointestinal  tract  to  HHT  since 
patients  in  the  fifth  and  sizdi  decades  with  gastrointestinal  bleeding  may  also  be  bleeding  from 
benign  or  malignant  ulcers  or  tumors  of  the  intestinal  tract  For  this  reason,  gastrointestiiud 
bleeding  req\iires  an  extensive  workup  once  it  is  detected  but  diere  seems  little  reason  to 
screen  patients  early  in  life  for  this  potential  complication  of  HHT. 

SKIN: 

Telangiectasias  (bri^  red  spots)  occur  on  the  cheeks,  the  )ips,  die  tongue,  and  occasionally, 
in  the  eyelid.  They  may  bleed  or  be  cosmetically  undesirable.  Modem  dermatology  using  laser 
techniques  can  successfully  obliterate  these  telangiectasias. 

HOW  DO  WE  ESTABUSH  THE  DIAGNOSIS? 

In  order  to  make  a  diagnosis  of  HHT,  a  patient  must  have  two  of  die  diree  following  criteria: 

1.  Nosebleeds  at  least  four  times  per  mondi 

2.  Telangiectasis  of  the  skin 

3.  A  mother  or  father  with  a  diagnosis  of  HHT 

While  diis  definition  stems  straightforward,  establishing  a  diagnosis  practically  may  be  difficuh  in 
some  individuals.  For  instance,  most  telangiectasias  do  not  appear  imtil  after  age  21.  At  least  10% 
of  patients  with  HHT  will  not  have  nosebleeds  but  may  have  the  other  organ  involvement  which 
predisposes  them  to  serious  complications.  Finally,  many  patients  go  undiagnosed  because  this  is 
a  relatively  uncommon  disorder  and  many  healthcare  professionals  are  unfamiliar  with  ix. 

Current  textbooks  estimate  the  incidence  of  HHT  among  the  general  population  to  be  1  • 
2/100,000.  Most  investigators  in  this  field  feel  this  is  an  underestimate;  a  more  likely  figure  %viU 
probably  be  10-  to  20/100,000  (25-50,000  affected  individuals  in  the  United  States).  HHT  is 
common  in  all  people  of  western  European  origin  from  Italy  to  Finland.  HHT  is  uncommon  in  Afro- 
Americans  and  Asians. 


SCREENING 

The  most  important  step  for  a  famify  %vith  possible  HHT  is  to  obtain  a  history  and  physical  from 
a  healthcare  professional  with  interest  in  tltis  disorder  or  one  who  is  willing  to  become  informed. 
Once  a  thorough  examination  has  been  performed,  dien  a  series  of  minimally  Invasive  diagnostic 
tests  should  be  obtained.  Most  pulmonary  arteriovenous  malformations  (PAVMs)  can  be  excluded 
by  a  chest  radiograph  and  anerid  blood  gases.  Brain  aneurysms  and  arteriovenous  malfoimations 
can  be  screened  for  by  magnetic  resonance  imaging. 
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When  Should  Famffiw  %yidi  HHT  Obtafai  Sfn^ino? 

Tl>e  answer  to  diis  qtiotion  is  not  settled  definitively,  but  we  can  malce  some  genend 
recommendatioiu.  If  ihtxt  is  a  funfly  history  of  brain  hemonhage,  ttioke,  abscess,  or  pulmonary 
arteriovenous  malformation,  we  recommend  screening  children  before  adolescence.  If  the  family 
history  suggests  none  of  diese  more  serio\is  conq)Iications  in  fuoDy  members,  then  screening  of 
potentially  affected  individuals  shoidd  be  probably  be  performed  in  early  adolescence. 

The  good  ne%vs  is  that  most  of  die  potential^  serious  arterial  problems  can  be  treated  if  discovered 
eariy  enough.  Unlike  so  maiqr  genetic  disorders  where  die  prognosis  is  less  optimistic.  HHT  can 
be  treated  and  affected  individuals  can  lead  a  relatively  normal  hfe. 


Robert  I.  White,  Jr,  MJ). 
Yale  University  School  of  Medidne 
Chair,  Medical  Advisory  Committee 
HHT  Foundation  Intemadonal,  Inc. 
TEL:  203-785-7026  or  203-785^38 
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EDITOR'S  PREFACE 


T 


.he  physician  caring  for  a  person  with  a  rare  disease  (one  affecting 
fewer  than  200,000  Americans)  often  is  hard  pressed  to  find  accurate  and 
timely  information  about  the  condition.  In  a  busv  practice,  an  encounter 
with  such  a  patient  can  be  burdensome.  Not  in  the  common  stream  of 
daily  events,  the  person  s  svinptoms  mav  be  perplexing  and  the  diaoinostic 
tests  required  may  not  be  readilv  a\iiilable.  A  sun'ev  bv  the  National 
Commission  on  Orphan  Diseases  of  the  rare  disease  experiences  of  247 
physicians  demonstrated  that  between  20  percent  and  40  percent  of 
physicians  could  neither  find  information  on  the  availabilitv  or  location  of 
appropriate  treatment  or  on  the  existence  of  support  groups,  nor  access 
printed  information  for  patients  regarding  rare  diseases. 

The  National  Commission  on  Orphan  Diseases  studied  the  prob- 
lems of  persons  with  these  rare  conditions  for  two  years.  Their  find- 
ings demonstrated  that  about  one-third  of  these  patients  do  not 
receive  correct  diagnoses  for  over  five  years.  Fifteen  percent  of  these 
persons  went  without  a  diagnosis  for  over  six  years.  Furthermore,  per- 
sons with  rare  diseases  desperately  want  and  need  information  on 
research  projects  for  patient  participation,  knowledge  of  new  treat- 
"lents  and  research  advances,  ea.sy-to-understand  written  information 
•ihout  their  rare  conditions,  and  details  of  the  location  of  treatment 
•-''nters.  None  of  these  is  readilv  available,  although  the  National 

r^anization  for  Rare  Disorders  has  attempted  to  meet  this  need  with 
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the  introduction  of  the  Rare  Disease  Database  on  CompuServe,  pro- 
viding comprehensible  information  in  lay  terms  on  over  800  rare  dis- 
eases. Additionally,  through  its  networking  function,  NORD  assists 
patients  with  rare  diseases  in  finding  other  persons  with  the  same  con- 
ditions, and  maintains  a  registry  of  treatment  centers. 

To  address  the  problem  of  providing  more  and  better  information  to 
physicians,  NORD  and  Dowden  Publishing  Company  have  collaborat- 
ed to  produce  this  first  edition  of  Physicians'  Guide  to  Rare  Diseases. 
This  work  is  an  adaptation  of  the  rare  disease  database  entries  for 
close  to  700  rare  diseases,  and  has  been  revised  to  address  the  con- 
cerns of  physicians  in  primary  care  specialties.  The  intent  of  the  vol- 
ume is  not  to  provide  specialists  in  rare  diseases  with  comprehensive 
data  about  these  conditions,  but  rather  to  assist  someone  who  encoun- 
ters rare  diseases  infrequendy  by  providing  ready  access  to  signs  and 
symptoms  for  help  in  differential  diagnosis,  to  availability  of  therapy, 
and  to  the  location  of  support  groups  for  these  patients. 

Each  major  section  of  the  Guide  opens  with  an  overview  article  by  a 
specialist  on  the  Editorial  Board.  This  introduction  is  intended  as  a 
helpfiil  guide  to  the  diseases  covered  in  that  section.  Because  of  its 
synoptic  nature,  this  book  is  necessarily  inadequate  with  regard  to  the 
details  of  pathophysiology,  diagnosis,  and  treatment.  However,  by 
identifying  the  rare  condition  and  its  major  presenting  symptomatolo- 
gy, it  should  shorten  the  time  needed  to  achieve  a  correct  diagnosis,  as 
well  as  provide  ready  access  for  further  information  and  the  location  of 
support  groups.  This  last  feature  is  unique  to  this  book,  and  we  hope  it 
will  be  most  helpful  to  the  practicing  physician. 

Also  featured  in  this  first  edition  of  the  Guide  is  a  full-color  adas  of 
visual  diagnostic  signs;  a  directory  of  "orphan"  drugs  organized  by  use 
and  providing  the  name  of  a  key  contact  person  at  each  research  cen- 
ter; and  a  detailed  index  of  symptoms  and  key  words. 

The  readers  comments  will  be  most  welcome,  so  that  we  can  make 
the  next  edition  of  The  Physicians'  Guide  to  Rare  Diseases  even  more 
valuable.  Please  address  these  to  me  care  of  the  publisher,  Dowden 
Publishing  Company,  110  Summit  Avenue,  Montvale,  New  Jersey 
07645. 

I  am  grateful  to  the  Editorial  Board,  who  undertook  to  review  each 
article  for  medical  accuracy,  and  for  the  outstanding  support  of  Doris 
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Smith,  managing  editor,  and  Carroll  Dowden,  president  of  Dowden 
Publishing  Company,  who  pushed  the  project  along  most  rapidly. 
Finally,  Abbey  Meyers,  executive  director  of  NORD,  has  been  the 
driving  force  on  behalf  of  rare  disease  patients  in  this  country  for  many 
years,  and  without  her  none  of  this  project  would  have  been  realized. 

— Jess  G.  Thoene,  M.D. 
Editor 

President,  National  Organization  for  Rare  Disorders 
Chair,  National  Commission  on  Orphan  Diseases 
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solation.  Hopelessness.  Despair.  These  are  the  emotions  that  per- 
meate the  lives  of  rare  disease  patients  in  the  United  States.  An  esti- 
mated 20  million  Americans  affected  by  more  than  5,000  rare 
"orphan"  diseases  find  themselves  medically  disenfranchised,  and 
falUng  through  the  cracks  of  the  health  care  system  because  their 
afflictions  are  not  identified  as  major  public  health  threats  warranting 
targeted  research  efforts. 

How  could  these  problems  be  documented  so  that  the  magnitude  of 
this  human  tragedy  would  raise  the  profile  of  research  on  new  treat- 
ments for  rare  conditions?  As  one  patient  put  it,  "Orphan  diseases  are 
not  important,  unless  you  happen  to  have  one  yourself" 

In  the  1985  amendments  to  the  Orphan  Drug  Act,  Congress  man- 
dated the  National  Commission  on  Orphan  Diseases  to  study  all  prob- 
lems related  to  rare  diseases  and  make  recommendations  as  to  how 
they  may  be  solved.  After  several  years  of  intensive  study,  including 
surveys  of  the  patient  and  medical  communities,  the  Commission  sub- 
mitted its  report  to  Congress  in  February,  1989.  Following:;  are  some  of 
its  findings. 

Patients  and  Families 

•  31  percent  of  patients  took  between  1  and  5  years  to  receive  a 
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proper  diagnosis,  and  15  percent  went  undiagnosed  6  or  more  years. 

•  45  percent  of  patients  said  their  individual  illnesses  caused 
extreme  financial  hardship  on  themselves  and  their  famihes;  and  42 
percent  reported  that  their  diseases  prevent  them  from  working  or 
attending  school. 

Research  Findings 

•  During  1987  the  United  States  government  spent  $1.3  billion  on 
rare  disease  research;  the  pharmaceutical  industry  spent  $51.6  million; 
and  foundations  spent  $41.6  million.  Of  the  $1.3  billion  spent  by  the 
federal  government  on  rare  disease  research,  over  half  was  spent  on 
approximately  200  rare  forms  of  cancer.  This  left  only  $640  million  for 
the  remaining  4,800  orphan  diseases. 

•  Biomedical  researchers  working  on  both  rare  and  common  dis- 
eases feel  that  it  is  harder  to  get  funding  for  rare  disease  research  than 
for  research  on  a  prevalent  disease,  and  that  the  lack  of  funds  is  the 
single  greatest  barrier  to  discovery  of  treatments  for  rare  illnesses.  The 
Commission  found  that  many  of  the  barriers  to  progress  on  research 
and  treatments  for  rare  diseases  are  caused  by  both  lack  of  funding 
and  a  lack  of  coordination  of  existing  resources. 

•  47  percent  of  researchers  reported  that  it  is  difficult  to  find  a  suffi- 
cient number  of  patients  to  participate  in  a  research  project  on  a  rare 
disease.  In  contrast,  76  percent  of  rare  disease  patients  reported  that  it 
is  difficult  to  obtain  information  about  research  projects  in  which  they 
might  want  to  participate. 

In  a  survey  of  practicing  physicians  conducted  by  the  Commission 
in  conjunction  with  the  American  Medical  Association,  the  Commis- 
sion found  the  following: 

•  42  percent  of  doctors  say  they  need,  but  are  unable  to  find,  print- 
ed information  to  give  to  their  rare  disease  patients  concerning  their 
illnesses. 

•  39  percent  of  these  physicians  had  used  an  investigational  drug  or 
device  for  at  least  one  of  their  patients;  of  these,  92  percent  said  they 
would  do  so  again.  Of  those  physicians  who  had  never  used  an  experi- 
mental treatment,  72  percent  said  they  would  not  consider  using 
them. 
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•  The  sources  of  information  most  frequently  used  by  physicians  for 
diagnosing  and  treating  rare  disease  patients  are  pharmaceutical  com- 
panies (46  percent),  the  Centers  for  Disease  Control  (41  percent),  and 
the  National  Institutes  of  Health  (39  percent). 

•  A  survey  of  106  foundations  that  fund  biomedical  research  indi- 
cated that  only  12  foundations  funded  rare  disease  research  grants, 
representing  only  1.3  percent  of  their  medical  research  budget. 

•  A  survey  of  rare  disease  voluntary  health  agencies  indicated  that 
48  percent  of  such  agencies  fund  biomedical  research  grants  on 
orphan  diseases.  Half  of  the  agencies  estimated  that  the  cost  of  medi- 
cal care  for  patients  with  the  disease  they  represent  ranges  from 
$9,500  to  $115,000  per  year  (1988  figures). 

Obviously,  the  Commissions  report  defined  many  problems,  aside 
from  orphan  drug  development,  that  affect  patients,  families,  biomedi- 
cal researchers,  and  practicing  physicians.  The  tools  that  clinicians 
have  to  identify  and  treat  orphan  diseases  are  few,  and  the  frustrations 
of  patients  are  many.  Today,  many  issues  remain  unresolved. 

A  most  important  issue  is  the  increasingly  acute  problem  of  inade- 
quate health  insurance  coverage.  When  a  child  is  diagnosed  with  a 
hereditary  disease,  his  siblings  (and  the  affected  child)  are  at  risk  of 
losing  their  health  insurance.  Expensive  treatments  can  consume  a 
family's  health  insurance  and  reach  a  lifetime  ceiling,  leaving  the 
patient  uninsurable  for  the  rest  of  his  life.  When  a  breadwinner 
changes  jobs,  the  new  employer's  health  insurance  may  not  cover  the 
preexisting  health  condition  of  a  spouse  or  child.  If  it  does  cover  it,  the 
premiums  may  be  greater  than  the  employee's  wages! 

Even  federal  health  care  programs  such  as  Medicare  and  Medicaid 
can  present  obstacles  to  appropriate  patient  care.  Hospitals  are  now 
reimbursed  according  to  DRGs  (Diagnosis  Related  Groups);  but  there 
are  no  DRGs  for  the  vast  majority  of  orphan  diseases.  And  Social 
Security  Disabiht)'  or  SSI  benefits  can  be  denied  if  a  patient's  disease 
is  not  included  in  the  Social  Security  Administration's  Listing  of 
Impairments.  Few  rare  diseases  are  listed. 

The  National  Organization  for  Rare  Disorders  (NORD)  evolved  out 
of  a  coalition  of  national  voluntary  health  agencies  and  support  groups 
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who  worked  together  for  passage  of  the  Orphan  Drug  Act  of  1983.  In 
the  battle  to  pass  the  legislation  during  the  late  1970s  and  early  1980s, 
publicity  about  the  orphan  drug  dilemma  resulted  in  significant  influx- 
es of  mail  from  patients  and  famiUes,  asking  for  information  about 
their  disorders  and  referrals  to  agencies  and  clinics  where  they  could 
be  treated. 

Their  letters  and  phone  calls  had  common  threads  which  persist 
today:  years  of  misdiagnosis;  absent  or  ineffective  treatment;  isolation 
due  to  the  uniqueness  of  their  symptoms;  despair  because  little  or  no 
research  was  being  pursued.  Researchers  were  hesitant  to  investigate 
these  rare  ailments  because  they  felt  it  would  be  too  difficult  to  win  a 
grant  from  the  National  Institutes  of  Health  (NIH)  for  an  unknown 
disease.  Moreover,  they  didn't  know  whether  and  where  they  could 
find  sufficient  numbers  of  patients  to  conduct  a  clinical  trial,  and  if 
they  were  lucky  enough  to  discover  a  treatment  for  one  of  these  dis- 
eases, they  coiild  not  find  a  pharmaceutical  company  willing  to  com- 
mercialize it.  Indeed,  in  several  cases,  academic  investigators  had  to 
manufacture  their  drugs  by  hand  in  their  university  laboratories  for 
many  years,  wondering  what  would  happen  to  their  patients  if  any- 
thing were  to  happen  to  them. 

Today  the  picture  is  not  so  bleak.  By  the  end  of  1990,  the  FDA  had 
designated  over  400  orphan  drugs  and  approved  49  orphan  products 
for  treatment  of  58  orphan  diseases,  representing  significant  advance- 
ment in  the  amelioration  of  many  painful  and  tragic  conditions.  The 
Orphan  Drug  Act  has  effectively  encouraged  development  of  new 
treatments  for  rare  diseases.  Scientists  are  encouraged  by  the  FDA's 
orphan  drug  grant  program.  Practicing  physicians  have  a  larger  arma- 
mentarium to  assist  in  the  diagnosis  and  treatment  of  orphan  diseases, 
as  well  as  easier  access  to  crucial  intervention. 

The  fiiture  holds  the  promise  of  astonishing  breakthroughs  that  will 
benefit  both  rare  and  prevalent  disease  patients  because  of  America's 
efforts  to  develop  orphan  drugs.  Enzyme  replacement  therapies,  drugs 
to  treat  AIDS,  and  human  gene  therapy  are  realities  today  because  the 
government,  industry,  academia,  and  patient  groups  worked  together 
to  insure  the  success  of  the  Orphan  Drug  Act.  But  diagnosis  still 
remains  a  primary  problem,  and  it  can  only  be  solved  by  clinicians  who 
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recognize  symptoms  early  and  know  where  resources  are  available  to 
affect  the  course  of  the  disease.  To  orphan  disease  patients,  however, 
the  major  difference  between  this  decade  and  the  past  can  be  summed 
up  in  one  word:  hope. 

— Abbey  S.  Meyers 
Executive  Director 
National  Organization  for  Rare  Disorder 
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Good  morning.  Thank  you  for  the  opportunity  to  testify  before  this  committee.  My  name 
is  Martin  Schneider  and  I  am  the  publisher  o{ Health  Pages,  a  magazine  that  provides 
detailed  provider  specific  information  to  help  consumers  make  informed  health  care 
decisions.  Let  me  give  you  some  brief  examples  of  the  type  of  information  I  publish.  A 
recent  issue  in  Wisconsin  informed  readers  that  one  local  doctor  charges  $2,500  for 
maternity  services  while  another  charges  only  $1,250  and  that  one  area  hospital  has  a 
cesarean  section  rate  of  21%  (one  in  five  women)  while  another  has  a  rate  of  only  10% 
(one  in  ten  women).  The  purpose  of  actively  disseminating  this  information  is  to  help 
change  today's  patients  into  tomorrow's  health  care  consumers  and  to  introduce 
accountability  into  the  health  care  system.  The  dissemination  of  this  information  will 
provide  market  incentives  to  health  care  providers  to  improve  the  quality  of  their  care. 

I  would  like  to  speak  to  you  today  about,  first,  why  access  to  comparative  information  on 
health  care  providers  is  critical  to  an  efficient  health  care  system,  and  second,  what  the 
federal  government  can  do  to  foster  the  collection  and  dissemination  of  that  information. 

Creating  An  Accountable  System  By  Empowering  the  Health  Care  Consumer 

Seven  years  ago  I  established  a  health  care  management  firm  which  set-up  and  operated 
medical  facilities  including  x-ray  centers,  laboratories  and  home  care  companies.  My 
previous  business  training  did  not  prepare  me  for  the  lack  of  competition  I  found  in  my 
comer  of  the  health  care  delivery  system.  There  was  no  real  competition  and  no 
requirement  of  accoimtability  for  the  services  my  facilities  provided.  As  long  as  our 
marketing  and  tum-aroimd  time  was  adequate,  patients  and  referring  physicians  never 
asked  us  the  most  important  questions  like  what  was  the  quality  of  the  service  we  were 
selling,  and  even  more  fundamentally,  at  what  price  were  we  selling  it? 
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No  one  asked  about  the  quality  or  age  of  the  equipment,  the  training  of  the  technicians,  or 
the  backgrounds  and  experience  of  the  physicians  that  worked  in  the  facilities.  Because 
there  was  no  flow  of  basic  information  to  our  consumers,  there  was  no  incentive  for  us  to 
offer  the  highest  quality  services  at  the  lowest  price.  There  were  no  market  forces  which 
led  us  to  be  as  efficient  as  we  could  or  to  maximize  the  quality  of  our  product.  This 
experience  demonstrated  to  me  that  the  free  flow  of  information  was  crucial  to  any 
competitive  system  and  in  the  case  of  health  care  would  dramatically  improve  both  the 
quality  and  efficiency  of  the  U.  S.  health  care  delivery  system. 

The  collection  and  dissemination  of  health  care  information  is  an  industry  in  its  infancy 
and  is  regrettably  one  that  has  been  controlled  and  stymied  by  the  current  providers 
themselves.  Knowledge  is  power  and  the  providers  well  understand  this  fact.  When 
people  pay  for  health  care,  or  any  service,  they  have  a  right  to  know  what  they  are 
getting.  The  seller  of  the  service  should  no  longer  be  dictating  the  terms  of  the 
transaction.  For  a  democratic  health  care  system  to  be  in  place,  people  need  information, 
and  information  will  give  them  an  ability  to  freely  chose  and  evaluate  their  health  care 
choices  in  a  rational  and  efficient  manner. 

Health  Care  Patient  to  Health  Care  Consumer 

Under  many,  if  not  all,  of  the  reform  scenarios  under  debate,  consumers  will  be  more 
involved  in  their  own  health  care  decisions  than  they  have  been  in  the  past.  A  central 
tenet  of  most  health  care  proposals  is  the  idea  of  consumer  choice.  Yet,  we  are  only 
beginning  to  understand  how  consumers  actuedly  make  choices  in  health  care,  and  what 
specific  information  will  make  it  easier  for  consumers  to  make  informed  choices. 

Historically,  individuals  have  been  passive  participants  in  the  health  care  delivery  system. 
The  evolution  of  individuals  from  passive  patients  to  actively  engaged  consumers  will 
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involve  a  key  initial  stage.  This  stage  is  getting  people  access  to  information  which 
highlights  the  price  and  quality  differences  between  physicians,  between  hospitals,  and 
between  health  care  plans.  While  individuals  have  traditionally  understood  that  there 
were  differences  in  such  characteristics  as  bedside  manner,  few  imderstood  that  there 
might  be  significant  differences  in  clinical  approach,  medical  outcome  and  cost  of 
service.  Pricing,  the  factor  patients  have  been  most  reluctant  to  question,  has  served  as  a 
misleading  differentiating  factor.  Unfortimately,  many  patients  have  assumed  that  higher 
priced  providers  give  higher  quality  care.  That  assumption  is  not  necessarily  accurate. 

The  pioneering  small  area  analysis  work  of  Dr.  John  Wennberg,  the  research  on 
appropriateness  of  care  by  Robert  Brook,  numerous  articles  in  the  medical  research 
journals,  and  most  recently  the  work  of  State  data  commissions,  like  Peimsylvania  and 
New  York,  all  demand  the  reversal  of  the  assumption  that  all  providers  are  alike.  During 
the  first  stage  of  evolution  fi-om  passive  patient  to  active  consumer,  individuals  need  to 
understand  that  all  providers'  services  and  prices  are  not  alike. 

Once  consumers  accept  that  there  are  differences  in  medical  practice  and  approach,  they 
will  want  to  know  more  about  the  physicians  and  hospitals  they  use.  Increasingly,  as 
consumers  are  asked  to  choose  between  managed  care  plans  they  will  want  to  know  about 
each  plan's  performance,  which  doctors  are  in  the  plan,  how  these  doctors  were  selected, 
how  the  plan  assures  doctor's  performance  and  how  well  the  plan  meets  its  enroUees' 
needs.  As  this  type  of  information  becomes  more  widely  available  and  easily  accessible 
through  publications  like  Health  Pages,  we  will  begin  to  enter  the  next  stage  of  the 
evolution:  that  of  the  actively  engaged  health  care  consimier.  Indeed,  part  of  the  mission 
oi  Health  Pages  is  to  help  educate  and  empower  consumers  so  that  they  will  create 
additional  demands  for  information.  At  some  point  in  the  not  too  distant  future, 
consumers  will  look  back  at  the  early  1990's  with  amusement,  reflecting  on  the  time 


102 

Martin  Schneider  Testimony  Page  4 

when  detailed,  accessible  information  about  health  care  providers  and  plans  was  not 
readily  available. 

Challenges  in  Dissemination  Health  Care  Information 

While  this  evolution  from  patient  to  consumer  is  abeady  happening  through  the  explosion 
of  information  in  the  popular  press  and  magazines  such  as  Health  Pages,  it  is  important 
not  to  underestimate  the  diflBculty  in  effectively  communicating  this  type  of  information 
to  consumers.  First,  there  is  often  a  deeply-held  emotional  relationship  between 
physicians  and  patients  (e.g.  polls  often  show  general  dissatisfaction  with  physicians,  but 
positive  responses  regarding  an  individual's  own  physician).  It  is  difficult  to  empower 
patients  without  threatening  the  basic  trust  between  physicians  and  patients  which  is  a 
key  part  of  a  healing  process.  Second,  there  is  little  consensus  on  what  some  of  the 
information  means,  that  is,  what  is  the  "right"  price  or  the  "right"  treatment.  Third,  there 
will  always  be  individuals  who  do  not  want  any  responsibility  for  the  decision  making 
inherent  in  health  care  consumerism.  Their  safety  and  wishes  must  also  be  respected.  So, 
there  will  always  be  a  need  for  public  oversight  of  the  health  care  system  and  a  need  for 
other  types  of  intermediaries  who  might  act  on  these  peoples'  behalf  (including 
employers,  purchasing  alliances,  consumer  groups,  publications,  etc.).  Finally,  we  need 
to  better  understand  what  types  of  information  the  consumer  finds  most  valuable  and  how 
to  effectively  communicate  that  information. 

There  is  another  practical  set  of  barriers  which  make  it  difficult  to  collect  and  distribute 
information  to  health  care  consumers.  In  most  cases,  comparative  information  about 
providers  or  plans  is  simply  not  available,  or  not  publicly  available.  Today  there  are  only 
37  states  that  mandate  the  collection  of  health  data  and  out  of  these  only  three  states 
Wisconsin,  Arizona,  and  North  Carolina  allow  for  the  release  of  physician-specific  data. 
In  other  instances,  the  information  has  been  available  but  compiled  by  a  government 
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agency  in  a  format  that  is  not  easily  accessible  to  consumers.  Other  barriers  to  publishing 
comparative  data  include  the  need  to  audit  the  data,  the  need  to  be  accurate  with  the 
information  but  not  publish  so  many  caveats  that  the  data  loses  its  value  and  the 
sometimes  aggressive  resistance  by  organized  physicians  and  hospital  groups. 

Health  Pages:  Background  and  Goals 

Health  Pages  is  leading  the  way  in  communicating  health  care  information  to  the  public 
by  providing  straitforward  objective  data  such  as  which  doctors  are  board  certified,  and 
what  physicians  charge  for  their  services.  The  first  issue  of  Health  Pages  was  in  the 
Sarasota,  Florida  area  and  included  a  comparative  Medicare  price  listing  of  all  local 
doctors.  Themagazine  was  well  received  by  local  businesses  and  consumer  groups.  As 
market  feedback  was  received,  the  magazine  now  includes  disease  specific  educational 
articles,  providing  general  preventive,  diagnostic  and  treatment  information.  These 
articles  are  woven  together  wdth  information  on  local  choices  of  providers  who  treat  each 
particular  health  issue. 

Let  me  give  you  an  example.  In  our  Spring  1993  Wisconsin  issue  the  article  on  breast 
cancer  included  general  information  on  the  fi-equency  of  the  disease,  who  is  at  risk  and 
guidelines  for  preventative  measures  like  mammograms.  This  information  is  not  unique. 
Health  Pages  though,  takes  the  next  step  by  providing  comparative  comprehensive 
information  on  32  local  mammography  facilities.  The  detailed  information  on  each 
facility  includes  whether  a  breast  exam  is  given  and  by  who  (a  doctor  or  nurse),  whether 
the  facility  has  weekend  hours  and  also  basic  quality  information  like  whether  the  office 
has  been  accredited  by  the  American  College  of  Radiology(ACR).  Pricing  information  is 
also  included  and  reveals  a  dramatic  range  of  charges  fi'om  a  low  of  $49  for  a 
mammogram  to  a  high  of  $189~a  286%  difference.  It  is  interesting  to  note  that  the 
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facility  that  charges  $49  for  a  mammogram  has  been  accredited  and  the  facility  that 
charges  $189  has  not. 

Let  me  share  with  you  some  other  differentiating  information  that  consumers  have 
learned  about  their  providers  from  the  Wisconsin  issue: 


Which  doctor  charges  $1,250  for  maternity  services  and  which  one  charges  $2,500--a  100%  difference? 
Which  doctor  charges  $2,342  for  a  prostatectomy  and  which  one  charges  $4,410--a  88%  difference? 
Which  doctor  has  a  6%  Cesarean  section  rate  and  which  one  has  a  52%  rate-a  767%  difference? 

Which  hospital  has  a  10%  Cesarean  section  rate  and  which  one  has  a  21  %  rate-a  1 10%  difference? 
Which  hospital  charges  $1,589  for  a  maternity  visit  and  which  one  charges  $2,457--a  55%  difference? 
Which  hospital  charges  $36  for  a  prostate  test  and  which  one  charges  $135--a  275%  difference? 
Which  hospital  charges  $49  for  a  mammogram  and  which  one  charges  $184~a  276%  difference? 


Health  Pages  was  received  with  great  interest  by  both  the  press  and  the  public.  Health 
Pages  is  expanding  into  the  St.  Louis  metropolitan  area  with  an  issue  available  this 
September.  This  issue  will  focus  on  managed  care  plans.  We  expect  to  receive  "report 
cards"  from  the  local  plans  which  will  be  published,  for  the  fu-st  time  ever,  in  a 
comparative  format  for  consumers  in  St.  Louis.  The  St.  Louis  Business  Health  Coalition 
helped  bring  the  magazine  to  the  area  by  committing  to  purchase  a  minimum  of  20,000 
copies  to  distribute  to  their  members'  employees  and  retirees.  We  are  currently  talking  to 
many  other  business  coalitions  throughout  the  country  and  expect  to  be  printing  in  half  a 
dozen  other  states  within  the  next  year. 

The  Federal  Role  in  Consumer  Health  Information 

How  can  the  federal  government  assist  in  the  gathering  and  distribution  of  consumer 
information?  There  are  several  specific  measures  you  can  take: 
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1)  Make  a  public  and  highly  visible  commitment  to  the  monitoring  of  health  care 
by  insuring  that  comparative  information  is  collected  and  distributed  to  the 
public. 

2)  Mandate  that  the  information  collected  include  the  prices  and  outcomes  of 
treatment  options,  consumer  satisfaction  levels  and  the  comparative 
performance  of  providers. 

3)  Establish  a  uniform  data  reporting  system  which  will  insure  that  information 
collected  is  truly  comparative. 

4)  Insure  that  data  collection  and  availability  be  continuous  through  ongoing 
funding  commitments. 

5)  Fimd  AHCPR  and  other  groups  to  do  research  to  better  understand  consumer 
decision  making. 

Let  me  conclude  my  comments  with  a  concrete  example  of  how  information,  properly 
gathered  and  vsddely  distributed  can  immediately,  improve  the  quality  of  care,  decrease 
health  care  costs  and  turn  patients  into  health  care  consumers. 

A  Cesarean  section  is  the  most  common  operation  in  the  U.S.,  and  currently  occurs  in 
24%  or  nearly  one  out  of  every  four  deliveries.  In  recent  years  the  American  College  of 
Obstetricians  and  Gynecologists  stated  that  the  C-section  rate  is  too  high  but  has  opposed 
setting  a  national  target  rate.  This  past  April,  the  Centers  for  Disease  Control  and 
Prevention  reported  that  the  medically  appropriate  rate  should  be  15%.  If  this  rate  was 
achieved  nationally  there  would  be  349,000  fewer  Cesareans  a  year,  and  an  annual 
savings  of  over  $1  billion  dollars.  Reducing  the  number  of  C-sections  soimds  like  a 
worthwhile  goal—improve  the  quality  of  care  and  save  billions  of  dollars  at  the  same  time. 
Let  me  suggest  a  way  that  collecting  and  disseminating  consumer  information  can 
accomplish  this. 


106 


Martin  Schneider  Testimony  Page  8 


Various  states  have  mandated  that  hospital  specific  C-section  rates  be  made  available  to 
the  public.  This  information  is  not  terribly  useful  for  consumers  because  people  generally 
do  not  choose  a  hospital  for  maternity  services  rather  they  choose  a  doctor.  A  more 
appropriate  set  of  data  would  be  C-section  rates  for  individual  doctors.  This  information, 
properly  explained  and  adequately  distributed  would  unleash  the  power  of  consimiers  and 
set  in  motion  proper  incentives  for  obstetricians.  In  the  Wisconsin  issue,  we  published, 
for  the  first  time  ever  in  this  country,  individual  physician  C-section  rates.  I  have  been 
told  by  many  doctors  and  several  hospital  medical  directors  that  if  obstetricians  know  that 
C-section  rates  will  be  published  on  a  regular  basis,  many  urmecessary  C-sections  will  no 
longer  be  performed.  C-section  rates  will  begin  to  fall  very  quickly  once  you  bring  the 
consumer  into  the  picture. 

Maternity  services  are  an  extremely  common  and  highly  visible  medical  service.  This 
committee  may  want  to  consider  sponsoring  legislation  that  would  mandate  the  public 
availability  of  physician-specific  C-section  rates  just  as  Representative  Wyden 
successfiilly  sponsored  legislation  which  required  that  infertility  clinics  release  their 
success  rates.  The  results  of  this  C-section  legislation  would  demonstrate  differences 
between  providers,  engage  consumers,  establish  physician  accountability  and  lower 
health  care  costs. 

Health  Care  Information  Helps,  Not  Hurts 

Critics  claim  that  Americans  are  not  smart  enough  to  make  their  own  decisions  about 
health  care  or  health  care  plans.  These  critics  imderestimate  the  American  public  and  the 
power  of  information.  You  no  more  have  to  be  a  doctor  to  make  all  health  care  choices 
than  you  have  to  be  a  mechanic  to  buy  a  car. 
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There  was  a  test  case  on  the  release  on  information  in  New  York  and  the  outcome  is 
instructional  for  us  all.  The  New  York  State  Health  Department  had  finished  a  study 
which  produced  severity  adjusted  physician-specific  coronary  artery  bypass  graft  surgery 
(CABG)  rates.  The  State  refused  to  release  the  information  to  the  public  arguing  that  the 
data  would  be  misused  and  misunderstood.  Newsday,  a  Long  Island  based  newspaper, 
sued  the  state  under  the  Freedom  of  Information  Act.  In  October,  1991  State  Supreme 
Court  Justice  H.  Hughes  rejected  the  State's  argument  that  "the  state  must  protect  its 
citizens  fi-om  their  intellectual  shortcomings  by  keeping  from  them  information  beyond 
their  ability  to  comprehend.  Following  the  department's  position  to  its  logical  end,  it 
appears  that  if  members  of  the  public  were  more  intelligent  it  would  be  in  the  public's 
interest  to  disclose  this  information."  Protecting  people  from  information  is  not  the 
democratic  American  way.  Arming  consumers  with  information  and  helping  them  to 
protect  themselves  is  the  American  way  and  is  critical  to  a  more  efficient  health  care 
delivery  system. 

Thank-you  for  the  opportunity  to  testify  before  you  this  morning  and  look  forward  to 
answering  any  questions  or  providing  additional  information. 
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Dear  Reader: 

Thank  you  for  picking  up  this  copy  of  Health  Pages 
Reading  this  publication  can  help  you  become  a 
better  consumer  of  health  care  in  Wisconsin.  As 
more  Individuals  begin  to  examine  and  challenge 
the  American  health  care  system,  costs  will  go 
down,  quality  of  care  will  Improve,  and 
more  people  will  be  served  more  appropriately 


National  Small  Business  Untud 


ll55l5TMSTXEEr.N.W 
Sunt  710 
Washinotw.  DC  20005 
M2-29M830 
FAX:  202-872<543 


Many  small  business  owners  and  their 
employees  are  becoming  veiy  aware  of  slsyrooket- 
Ing  health  care  costs.  They  are  frightened  and 
overwhelmed  by  the  Impact  of  these  costs  on  their 
businesses  and  their  Jobs.  The  average  cost  of 

heeilth  insurance  for  a  small  business  employee  and  his  or  her  family  has  grown 
from  an  annual  premium  of  $890  In  1980  to  nearly  $4,600  In  1992. 

Health  Pages  Is  responding  to  these  concerns  by  teaching  consumers  how  to  get 
the  most  from  their  health  care.  National  Small  Business  United  (NSBU)  Is  proud 
to  be  a  m^or  sponsor  of  this  publication.  NSBU  is  a  national  not-for-profit  associa- 
tion of  small  businesses  and  small  business  organizations  with  more  than  66,000 
members  from  around  the  United  States.  NSBU  is  especlttUy  pleased  to  be  affili- 
ated with  the  Independent  Business  Association  of  Wisconsin  and  the  Coandl  of 
Smsll  Business  Executives  in  the  Greater  BSihraukee  Chamber  of  Commerce. 
Together,  we  are  making  every  effort  to  advocate  on  the  federal  level  In  the  best 
Interests  of  small  businesses  and  their  employees  concerning  Issues  like  health 
care  reform. 

As  such  NSBU  Is  participating  in  discussions  on  the  national  level,  focusing  on 
the  need  for  cost  containment  smd  greater  personal  responsibility  in  our  health 
care  system.  We  seek  your  ideas,  your  input,  and  your  support  of  our  efforts.  You 
can  join  us  by  contacting  any  one  of  our  organizations.  You  are  needed  to  educate 
and  Inform  members  of  Congress  how  changes  will  affect  you,  your  business, 
and/or  your  employees.  So  please  msike  time  to  call  or  write  us  nowl 

We  encourage  you  to  t&ke  charge  of  your  health  care  and  act  more  like  a  con- 
sumer of  health  care  instead  of  simply  a  patient  of  the  health  care  system.  You 
can  make  wise  and  valuable  decisions  regarding  your  health.  All  you  need  is  more 
information  about  the  care  you  are  being  delivered.  Tell  others  to  purchase  this 
publication,  too.  It  Is  so  Important  that  more  people  learn  about  our  health  care 
system.  NSBU  wishes  you  a  long  and  healthy  Ufel 


John  Paul  Qalles,  Executive  Vice  President 
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A  Letter 
from  the 
Publisher 


WELCOME  TO  THE  WISCONSIN 
Heai.th  Paces!  Because  we 
believe  that  all  health  care 
consumers  are  entitled  to  accurate 
information  about  their  health  care, 
the  Health  Paces  educates  readers 
about  illness,  provides  price  and  ser- 
vice information  on  local  doctors, 
hospitals  and  other  medical  profes- 
sionals and  offers  helpful  service-ori- 
ented tips.  We  hope  the  information 
will  help  you  to  be  a  more  informed 
and  responsible  consumer  of  medical 
services. 

The  Health  Paces  does  not  rec- 
ommend that  you  use  our  informa- 
tion as  your  sole  source  for  chcmsing  a 
doaor,  picking  a  hospital  or  deciding 
on  a  home  nursing  service.  Our  list- 
ings are  simply  meant  to  help  you 
take  a  more  active  role  in  these  deci- 
sions. We  hope  they  lead  you  to  ask 
more  questions  of  your  doctors  and  to 
think  of  yourself  not  only  as  a  patient 
but  also  as  a  health  care  customer. 

Clearly  we  are  not  suggesting  that 
patients  act  as  their  own  doctors.  That 
would  be  ridiculous.  Medical  profes- 
sionals know  infmitely  more  about 
health  care  than  consiuners. 

However,  that  does  not  mean  that 
pricing,  services  and  quality  should 
remain  a  mystery  to  the  public. 
Traditionally,  as  consumers,  we  have 
not  required  of  the  medical  profes- 
sion what  we  have  come  to  expect 
from  other  sellers  of  products  or  ser- 


vices we  purchase.  The  first  step  in 
demystifying  health  care  is  being 
informed.  After  all,  how  can  you  be  a 
responsible  consumer  if  you  are  not 
equipped  with  the  facts?  The  Health 
Paces  provides  you  with  the  basic 
facts  about  health  care  and  your  local 
health  cju-e  providers. 

Our  goal  is  to  make  the  health  care 
industry  more  open  so  that  con- 
sumers can  learn  about  the  services 
they  receive,  the  relative  prices  they 
are  charged,  the  alternatives  available 
to  them  and,  someday,  the  quality  of 
the  services  they  are  receiving. 

This  is  a  tall  order  for  the  Health 
Paces.  We  want  to  bring  democracy  to 
our  nation's  largest  and  perhaps  most 
important  industry.  We  want  to  bring 
the  public  the  most  pertinent  infor- 
mation available  on  its  local  medical 
providers.  People  around  the  country 
are  working  to  make  these  goals  a 
reality,  and  we  are  excited  to  be  part 
of  that  effort. 

We  welcome  you  as  a  co-partici- 
pant and  hope  you  enjoy  this  issue. 
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Tlw  editor  ond  publisher  of  Health 
Pages  is  not  a  physician  and  is  not 
tiwued  to  give  nwAad  odvice.  All  mate- 
rial in  this  mogozine  is  provided  lor 
information  only,  and  may  not  be  con- 
strued as  medical  advice  or  instrvdion. 
No  action  should  be  token  based  upon 
Ifie  contents  of  this  mtnozine;  instead, 
appropriate  health  prohnsionofs  should 
becorauM. 

The  listings  in  this  magazine  hove 
been  coleded  Kjr  the  convenienca  of  <ie 
reader:  Listings  ore  not  presented  as 
inclusive.  Tlie  listings  or  health  care 

ddion  or  endonemertt  of  any  indmdud, 
institution  or  group.  Tbe  publisher  dis- 
doims  any  liability  arising  directly  or 
indiredly  from  the  use  of  Health  Pages 
and  advises  users  of  the  publication  to 
exercise  their  own  informed  judgment  in 
the  seledion  of  medicd  core. 

While  the  editor  has  ottempled  to 
publish  the  information  as  iXjLwutely  as 
possible,  Hedlh  Pages  lagrels  ony  omis- 
sions-or  errors  ond  connot  be  held 
liable.  The  reader  is  dronghr  advised  to 
oonlact  (he  individual  providars  to  verify 
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How  to  Use 
The  Health  Pages 


Most  magazines  don't  come  with  ^^^^^S''^"'" 

instructions    on    how    to    read    them.  We  urge  you  w  carefully  review 

J  '''^  listings  in  the  Health  Paces 

You  sit  down,  you  open  them  up  and  and  to  consult  with  your  family, 

you  read.  But  the  Health  Pages  is  a  litde  bit  L^ eVenencfJ^  fp^Zt' 

different.  Although  it's  chock  full  of  interest-  physician  for  additional  back- 

^          ,                .                      .            .         I  ground  information.  While  the 

ing  articles  and  service-oriented  tips,  it  also  health  paces  is  a  valuable  guide 

contains  lots  of  data  and  information  that  you  L^rhUth^ct'^oXs^'^.ti' 

as  a  consumer  might  not  be  used  to  seeing.  What  fol-        mately,  only  you  can  determine  if  a  physician  meets 


lows  is  a  brief  explanation  of  the  various  sections  of 
the  magazine  to  help  you  interpret  and  better  under- 
stand the  information  they  contain. 

Use  it  as  your  guide  to  get  the  most  out  of  the 
Health  Pages  and  your  health  care. 


UNDERSTANDING  THE  GUIDE 
TO  PHYSICIANS 

Tlie  "Guide  to  Physicians"  sections  throughout  the 
magazine  provide  you  with  basic  factual  information 
about  doctors'  fees,  services  and  educational  back- 
groimds. 

Patients  can  use  the  information  to  compare  doc- 
tors' prices  before  services  are  rendered  and  to  search 
for  a  new  physician  based  upon  his  or  her  background 
and  the  services  offered. 

Physicians  and  other  health  care  providers  can  use 
the  information  to  learn  how  their  prices  compare 
with  their  colleagues',  and  as  a  source  book  for  special- 
ist referrals  for  their  patients.  Employers  can  use  the 
data  to  help  their  employees  reduce  their  health  care 
expenses. 

The  information  in  the  "Guide  to  Physicians"  is 
not  intended  to  endorse  or  recommend  any  individ- 
ual physician.  There  is  little  objective  information 


your  needs. 

UNDERSTANDING  YOUR  DOCTORS'  FEES 

•  Why  do  prica  vary  so  much? 

There  is  no  easy  answer  to  this  question.  Physicians 
often  do  not  know  what  their  peers  charge.  Some  are 
unaware  that  their  fees  are  at  the  high  or  low  end  of 
the  scale. 

Lower  fees  might  indicate  that  a  doaor  is  comfort- 
able charging  a  lower  than  average  price  and  limiting 
his  salary.  A  higher  fee  schedule  may  indicate  that  a 
doctor  has  new  office  equipment,  a  high  rent,  or  addi- 
tional medical  staff  to  help  with  insurance  billing  pro- 
cedures. Or  it  may  be  that  no  one  has  ever  questioned 
the  doctor's  higher  price  policy. 

Since  patients  have  been  kept  uninformed  about 
price  differences  among  physicians,  and  rarely  know, 
or  ask,  the  charge  for  a  particular  procedure  until 
after  it  has  been  performed,  it  is  difficult  for  patients 
to  do  any  price  comparison  shopping  when  looking 
for  a  doaor.  Consequently,  there  is  litde  incentive  for 
physicians  to  compete  for  business  based  on  their  fee 
schedules. 

The  Health  Paces'  physician  fee  listings  make  the 
price  variations  among  physicians  public.  If  you  have 
a  question  about  your  doctor's  fees,  ask. 
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•  ttltat  do  the  fee  lisHngt  tell  me  about  the  quality  of 
the  individual  doctort 

Unlorlunalely.  nothing.  The  price  schedules  give 
no  information  about  quality  of  care  and  are  not 
meant  as  an  endorsement  or  recommendation  of  any 
individual  physician. 

HOW  ACCURATE  ARE  THE  USTINGS7 

Because  there  is  an  inevitable  delay  between  the 
time  information  was  collected  (October  and  Novem- 
ber 1992)  and  the  time  of  publication,  we  suggest  you 
call  the  offices  of  the  physicians  you  are  considering  to 
verify  the  information  printed  here.  We  also  encour- 
age you  to  speak  with  the  physicians  about  any  infor- 
mation in  the  listings  you  do  not  understand. 

The  data  on  office  services,  doctors'  backgrounds 
and  fees  were  generally  compiled  from  the  returned 
surveys.  In  some  instances,  the  Health  Pages  contact- 
ed the  provider's  office  directly  by  phone. 

It  should  be  noted  that  the  prices  listed  are  for 

1992.  Most  providers  will  have  increased  their  fees  for 

1993.  You  can  assume,  though,  that  a  doctor's  prices 
will  remain  the  same,  relative  to  what  other  physicians 
are  charging. 

HOW  WERE  THE  DOCTORS  INCLUDED 
IN  THE  USTINGS  CHOSEN? 

06/6YN:  In  an  attempt  to  present  information  on  the 
obstetricians  with  the  busiest  practices  in  the  three 
metropolitan  areas,  the  Health  Pages  requested  from 
the  state's  Department  of  Health  a  listing  of  all  physi- 
cians who  had  delivered  at  least  50  babies  a  year  in 
both  1990  and  1991.  These  physicians  were  then 
mailed  a  survey  by  the  HE.ALTH  Pages  that  queried 
them  about  their  backgrounds  and  office  services. 
They  were  told  their  responses  would  be  published 
free  of  charge. 

Urology/ENT/Ganaral  Surgery/ Oncology:  The 

Health  P.aces  sent  mailings  to  physicians  in  these 
specialties  whose  names  we  received  from  the  state's 
Department  of  Professional  Regulation.  If  your  doc- 
tor is  not  listed  in  our  pages,  it  means  that  either  he 
or  she  chose  not  to  return  the  written  survey  or 
respond  to  our  phone  surveys,  or.  very  likely,  was 
never  contacted  — he  or  she  may  have  simply  slipped 
through  our  system  of  finding  providers  in  a  particu- 
lar specialty. 

WHAT  IS  BOARD  CERTIFICATION? 

A  board  certified  physician  is  one  who,  after  com- 
pleting a  residency  program,  passes  an  examination 
administered  by  a  group  of  specialists  or  board.  It  is 
important  to  remember,  though,  that  board  certifica- 


tion does  not  guarantee  high  quality  and  that  some 
qualified  physicians  may  not  be  board  certified.  New 
physicians,  for  example,  may  not  have  spent  enough 
years  in  private  practice  to  be  able  to  have  taken  their 
boards. 

Up  until  recently,  certification  was  good  for  life.  But 
now,  some  specialties,  including  obstetrics/gynecology, 
have  started  placing  a  ten  year  limit  on  certification 
standing.  Consequently,  some  doctors  have  applied  for 
and  received  recertification.  This  is  why  in  going 
through  the  listings,  you  will  notice  that  some  doctors 
have  two  separate  certification  dates. 

A  NOTC  OF  THANKS 

We  thank  the  physicians  who  responded  to  our  sur- 
veys and  would  like  to  point  out  to  our  readers  that 
these  doctors  are  eager  to  have  you,  the  consumer, 
learn  about  their  backgrounds  and  practices.  Their 
openness  demonstrates  a  fundamental  respect  for 
patients  and  their  right  to  be  informed  health  care 
consumers. 

We  hope  that  fiiture  editions  of  the  Health  Paces 
will  include  information  on  an  even  greater  number  of 
doctors  as  physicians  come  to  understand  the  value  of 
this  information  to  their  patients. 


DOaORS'  FEES 
GOPUBUC 

In  1 992,  the  American  Medical  AssocioKoh 
(AMA]  adopted  a  poiic/  that  physicians  be 
required  to  make  information  on  the  price* 
ihey  charge  for  frequently  prawided  services 
raodily  available  to  consumers.  As  ode  way 
of  implementing  this  policy,  the  AMA  has 
suggested  that  physicians  make  their  prices 
avaikible  (or  publiootion  in  directories  and 
that  prices  for  services  be  posted  in  doctors' 
waiting  rooms.  The  goal:  To  enable  patients 
to  compare  costs  more  easily  and  benefit 
from  increased  competition  among  doctors. 
Tlie  AMA  would  like  to  see  hospitals,  labora- 
tories and  olfier  health  care  providers  follow 
tf»eir  lead  in  recommending  tfwf  price  infor- 
mation be  made  ovaikible  to  the  public. 
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NDERSTANDING 

THE  HOSPITAL  LISTINGS 


Much  of  the  responsibility  for  choosing  a  hospital 
rests  with  your  doctor,  but  you,  too,  must  play  an 
important  role.  You  should  keep  in  mind  that  differ- 
ent hospitals  have  different  strengths  and  weaknesses. 
The  right  hospital  for  one  patient  may  be  the  wrong 
one  for  another. 

Your  choice  of  hospital  will  generally  be  more  limit- 
ed if  your  family  doctor  wants  to  admit  you  to  a  hospi- 
tal under  his  or  her  own  care.  Most  doctors  have 
admitting  privileges  at  only  a  few  hospitals  or  a  single 
hospital. 

There  is  a  good  chance,  though,  that  your  doctor 
will  refer  you  to  a  specialist  who  will  arrange  for  your 
admission.  Still,  the  specialist  will  probably  be  one  who 
practices  at  one  of  your  doctor's  hospitals,  since  these 
are  usually  the  specialists  your  doctor  knows  best.  Also, 
your  doctor  may  want  to  see  you  in  the  hospital  and 
work  with  the  specialist. 

But  your  choices  need  not  be  limited  to  your  doc- 
tor's hospitals.  In  many  cases,  it  is  not  necessary  for 
your  doctor  to  remain  active  in  your  case  while  you  are 
under  a  specialist's  care.  You  may  then  be  referred  to  a 
hospital  where  your  doctor  does  not  have  attending 
privileges. 


READING  THE  CHARTS: 
AVERAGE  HOSPITAL  PRICES 

The  fees  listed  are  the  average  prices  charged  by 
.various  hospitals  from  January  1  to  December  31, 
1991  for  specific  procedures.  The  prices  include:  hos- 
pital services  ordered  by  the  physician  (x-rays,  labora- 


tory tests,  medications);  hospital  room; 
medical  supplies  used  in  treatment;  and 
routine  personal  care  items  such  as  surgi- 
cal gowns.  The  fees  listed  do  not  include 
physician  fees  for  services  billed  directly 
to  the  patient  by  his  or  her  physician. 

•   Will  my  bill  be  exactly  the  amount  listed? 

Your  bill  may  be  higher  or  lower  than 
the  amount  listed  in  the  table.  If  you 
enter  the  hospital  less  sick  than  the  aver- 
age patient  and  you  require  fewer  tests  or 
a  shorter  hospital  stay,  then  your  bill  will 
probably  be  lower.  If,  however,  your  ill- 
ness is  more  severe  and  you  require  a 
longer  stay  and/or  more  tests,  your  bill 
will  probably  be  higher.  Your  doctor's 
style  of  practicing  medicine  (how  many 
tests  he  or  she  typically  orders,  how  much 

care  he  or  she  thinks  is  routinely  appropriate)  may 

also  affect  the  size  of  your  bill. 

•  Wlty  do  prices  vary  for  the  same  procedure? 

Several  factors  influence  a  hospital's  fee  schedule, 
including  the  cost  of  supplies,  material  and  equip- 
ment; the  wages  paid  to  employees;  the  percent  of 
occupancy  at  the  hospital;  how  many  services  are  pro- 
vided free  of  charge  and  overall  hospital  management 
efficiency. 

•  fnat  do  the  prices  say  about  the  polity  of  the  care  I 
wUl  receive? 

Nothing.  Unfortunately  there  is  still  no  easy  way  of 
evaluating  the  quality  of  care  a  hospital  provides.  It  is 
important  to  understand  that  there  are  legitimate  dif- 
ferences in  rates  while  keeping  in  mind  that  higher 
prices  do  not  necessarily  mean  better  care. 


HOW  INFORMATION  WAS  GATHERED 


The  Heaith  Pages  requested  maternity,  mammo- 
graphy, weight  center  and  home  health  care 
information  from  20  hospitals  in  tfie  Green  Boy, 
Madison  and  Mllvvaukee  areas.  The  response  was 
very  positive — 1 8  of  tlie  fiospitals  provided  us  with 
information.  We  ttiank  the  hospitals  for  their 
cooperation. 

NOTE:  St.  Joseph  Hospital  and  Elmbrook 
Memorial  Hospital  chose  not  to  provide  us  with 
infonnation  We  regret  this  decision  and  hope  tfrat 
in  the  future  they  will  see  tfie  value  of  their  current 
and  prospective  customers  learning  about  their 
services  in  the  Health  Pages. 
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Money  Talk 


In  this  time  of  rising  health  care  costs  it  makes  p"«V"V'''  ""'"  '"  TJ  ""' 

o  you  11  find  a  surprising  difference 

sense  to  try  to  save  money  where  you  can.  You  in  fees  for  the  same  tests.  For 

,  !•      1  •  u       »  example,  medical  laboratories  in 

can  cut  down  on  your  medical  expenses  without  Milwaukee  charged  anywhere  from 

cuttmg  comers  on  quality  of  care.  Here's  the  latest  J^|f;,.^];„^:;™^XfoV: 


on  the  cost  of  health  care  in  Wisconsin  along  with    psa  test 

.  .  Milwaukee 

helpful  money  saving  tips. 


THE  GOOD  NEWS:  How  much  you  can  expect  to 
pay  for  your  health  insurance  benefits  depends  a  great 
deal  on  where  you  live,  according  to  a  survey  of  insur- 
ance rates  condurted  by  Milliman  &  Robertson,  a  New 
York  City  actuarial  firm.  The  survey  found  a  wide  dis- 
parity in  costs  for  a  typical  package  of  group  health 
insurance  benefits  in  the  400  largest  U.  S.  metropoli- 
tan areas.  On  a  positive  note,  Green  Bay's  package  was 
the  second  least  expensive.  The  monthly  cost  of  group 
health  insurance  benefits  in  Green  Bay  was  only 
$266/month,  or  27  percent  less  than  the  national  aver- 
age of  $365  per  person.  The  cities  of  Madison  and 
Milwaukee  also  faired  well,  with  Madison's  costs  18 
percent  below  the  national  average  at  $299  Cranking 
the  city  324)  and  Mihvaukee's  costs  1 1  percent  below 
the  national  average  at  $325  (ranking  the  city  227). 

Some  factors  that  account  for  the  difference  in 
costs:  The  frequency  with  which  various  services  are 
used,  how  expensive  those  services  are  and  how  much 
it  costs  to  do  business  (rent,  salaries,  etc.)  in  the  city  in 
general.  Costs  tend  to  be  highest  in  the  largest  cities. 

Lab  costs  vary  as  well — even  locally.  If  you  check  the 


1992   (see  p.   30). 

County  Medical 
charged  $28  for  an  AFP  test,  while 
Damon  Laboratories  charged  $113  (see  p.  25).  So,  if 
saving  money  is  important  to  you,  compare  lab  fees 
and  discuss  them  with  your  doctor. 


THE  NOT  SO  GOOD  NEWS:  For  mid-sized  employ- 
ers, the  total  cost  of  providing  employee  health  benefits 
in  1991  averaged  $3,546  per  employee,  up  15.2  per- 
cent from  I990's  $3,079,  according  to  a  study  by  Foster 
Higgins,  a  Costa  Mesa,  CA  benefits  consulting  firm. 
Health  care  benefits  accounted  for  10.9  percent  of  total 
payroll  expenses.  The  cost  of  corporate  health  care 
benefits  as  a  percentage  of  corporate  earnings  is  rising 
quickly,  too — almost  doubling  between  1989  and  1990 
from  26  percent  to  48  percent. 

Companies  are  passing  along  these  rising  health 
care  costs  to  their  employees.  According  to  a  Business 
and  Health  survey,  more  tlian  75  percent  of  companies 
have  increased  employee  deductibles  and  69  percent 
have  raised  their  employees'  share  of  health  insurance 
premiums.  In  fact,  in  1992.  consumers  spent  14.6  per- 
cent of  their  incomes  on  medical  care,  up  from  13.5 
percent  in  1991  and  only  9  percent  in  1980. 


Wisconsin  has  itie  third  healthiest  popula- 
tion in  the  U.S.,  according  to  a  1992 
sIvxJy  by  Northwestern  National  Lite  Insurance 
Co.  in  Minneapolis.  That  moves  the  state  up 
from  a  ranking  of  seven  two  years  ago.  This  is 
largely  due  to  greater  support  for  puBlic  health 
care,  a  reduced  risk  of  heart  disease  and  better 
employment  rates.  The  rankings  ore  based  on 
an  evaluation  of  1 7  components  tfiot  measure 
disease,  lifestyle,  occess  to  health  care,  mortali- 
ty and  occupational  safely  and  disability. 


MEDICAL  COSTS  FOR  EMPLOYEES 


1985 
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CONSUMER  TIP:  UNDERSTAND  YOUR 
MEDKAL  BILLS  AND  SAVE  MONEY 

Perhaps  the  easiest  way  to  save  money  on  soaring 
health  care  costs  is  to  carefully  review  both  your  medi- 
cal bills  and  the  explanation  of  benefits  forms  you 
receive  from  your  insurer. 

INSURANCE  COMPANY  ERRORS 

One  of  the  most  common  errors  madt  by  insurance 
companies  is  miscaiailation  of  the  family  deductible. 
For  example,  your  plan  may  have  a  deductible  of  $200 
per  person  and  $400  per  family.  But  tlie  claims  office 
may  neglect  to  add  up  ali  of  your  family's  bills,  so  indi- 
vidual family  members  might  still  be  dishing  out 
money  toward  their  deductibles  e^•en  if  the  family  has 
already  met  the  $400  requirement. 

A  similar  error  can  occur  if  the  clainns  office  neglects 
to  calculate  your  annual  total  out-of-pocket  limit,  or 
what  the  industry  refers  to  as  the  "family  stop-loss 
IJBtit."  Once  you  have  paid  this  amount — generally 
between  $1,000  and  $2,000 — the  iitsuratice  company 
pays  100  percent  of  all  other  costs  for  the  remainder  of 
the  year.  .So  be  sure  to  teep  a  careful  ally  of  individual 
as  well  as  total  family  payments. 

HOW  TO  SAVE  MONEY 
ON  YOUR  DOCTORS'  FEES 

If  your  health  insurance  covers  80  percent  pf  doc- 
Wrs'  fees,  that  means  your  cfwts  are  80  percent  covered. 
Right?  Wrong! 

Eighty  percent  coverage  means  80  percent  of  the 
insurance  company's  "reasonable  and  customar)'"  doc- 
tors' fees.  Your  insurance  company  will  only  pay  80  per- 
cent of  the  amount  it  considers  reasonable.  But  what  if 
your  doctor  is  more  expensive?  What  if  he  or  she 
chai-ges  $4,000  for  a  procedure  your  insurance  company 
tfiinlis  should  cost  $3,500?  Your  iti.'iurer  will  only  pay  80 
percent  of  the  $3,500,  or  $2,800.  That  leaves  you  wid; 
$1,200  to  pay!  So  find  out  ahead  of  time  hoiv  much  your 
insurance  company  will  pay  for  a  procedure — and  if  the 
procedure  is  covered  to  begin  with — otherwise  your  bill 
may  surprise  you.  Mso,  tell  your  doctor,  that  you  want  to 
make  sure  his  or  her  fee  is  covered  by  your  insurance. 
Many  physicians  will  agree  not  to  charge  more  than  the 
reasonable  and  customary  charge. 

HOW  TO  SAVE  MONEY  AT  THE  HOSPITAL 

•  tf  you  can,  teep  a  log.  .Assuming  you're  up  to  it, 
you — or  a  family  member — should  attempt  to  keep  a 
daily  record  of  the  services,  medications  and  other  sup- 
plies you  receive.  You  can  find  forms  for  legging  tests 
and  medication  in  Take  This  flooA  w  the  Hofpitai  Wiih 
You  fThe  People's  Medical  Society). 

•  If  you  need  surgeiy,  ask  yovur  doctor  if  it  can  be 
performed  on  an  ambulatory,  outpatient-basis  or  on 


the  day  you  are  admitted  to  the  hbspital.  If  not,  ask 
yoiu  doctor  if  it's  possible  to  .schedule  your  surgery 
early  in  the  week,  so  you  won't  have  to  spend  the  week- 
end ill  the  hospital  if  you're  well  enough  to  go  home. 

•  Try  to  have  the  necessary  x-rays,  lab  tests  and 
blood  work  done  outside  the  hospital,  before  you're 
admitted.  This  can  save  you  at  least  a  day  or  two  of  hos- 
pital charges. 

•  When  you  get  your  bill,  check  it  carefiilly  to  make 
certain  that  you  are  not  being  charged  for  a  procedure 
you  didn't  liave  or  equipment  you  didn't  use.  If  you  get 
a  bill  with  just  summary  charges  ask  the  hospital  for  an 
itemized  breakdown  thai  includes  a  description  of  each 
procedure. 

•  To  make  sure  die  charges  are  correct,  start  widi  the 
obvious:  The  ryora  rate  and  number  of  days,  plus 
charges  for  major  procedures,  operating  room,  recovery 
room,  etc.  Then,  compare  the  remaining  itemi2ed 
charges  against  your  medical  records.  Although  this 
might  take  some  time,  it  could  very  well  save  you  roone)'. 


FIVE  SMART  MONgy-SAViNO  TIPS 

1  Don's  mpeoJ  medicol  tests  rwedlBssly.  if  you  change  doc- 
!  tors  or  dsotisis,  hove  yow  new  practiHoner  obtain  copies 
of  your  poJl  rocofds  ond  x-rgys. 

2  8"//  generic  d-ugs,  bolfi  ov«r-ihe-coun»Ef  ami  prejcription, 
oni  shop  around  for  the  bes!  price,  if  possible.  Generics, 
wfiich  hove  itie  some  active  ingredients  os  their  brand-name 
equivaientS;  ore  olmost  olwoys  as  safe  and  afradfve  as  name 
tsroncs — but  they  ore  uwoUy  a  lot  cheoper.  Ask  your  doctor  to 
prescribe  generics  wlten  they're  ovoilobie. 

3  Consider  buying  piascription  dnjgs  from  nwil-order  pfiar- 
modss.  Moil  order  firms  often  cfiorge  less  than  ycur  Iccai 
dniggis).  One  ay^vjt-  They  con't  fiH  prescriptions  o«  quickly.  Bui 
they're  perfect  (of  potienis  toking  medication  for  leng-tenn  con- 
ditions, soch  as  high  blood  pressure  w  heort  disease,  in  which 
limeiiness  is  not  sjch  an  i4i:je.  Some  resources  that  offer  dis- 
counted moil-order  drjgs:  Pharma;',  800-237-3927,  Action 
Moil  Order  Dn;e..  800-452-1976;  W«di-Mail,  800-331-1458; 
and  the  Amerkon  Assodoiion  of  Retired  fVsons  (aARP),  800- 
284-2277.  Tne  AARP  service  is  ovai'wble  only  !*.•>  members  (ycu 
most  be  50  or  oUer  aid  pay  o  $7  onnuoi  fee). 

4A\-oi(l  einergency  rooms  except  in  trve  smergencies,  Show 
up  ut  an  wnwger*;'  ro-xn  cit  midnight  with  o  problein  iha' 
con  woit  wlil  morning  orid  yau  lose  twice;  You  poy  top  dodor, 
and  you  woit  for  hours  wliite  trie  reel  emera^cies  ore  lok»r 
cor*  of.  If  ycji  doctor  is  not  ovoifabla,  try  one  of  the  24tiour 
urgent-core  csnters  ihel  have  sprung  up  in  recent  years 

5  Gel  your  chjiifren  voeciiialed,  and  molut  sure  you  are  pro- 
teJed,  too  Ahhough  insurance  may  not  covei-  Bietr  cojb, 
immun'Zctioni  are  oiTiong  the  biggest  bargains  in  medicine. 
Keep  records  ood  Qe»  boosters  when  needed.  Gel  Su  shots,  kso, 
especially  if  you  can't  offerd  to  miss  wo<k  for  o  week  or  more. 
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%urGuidetoa 
Healthy  Pregnancy 


Your  doctor  tells  you  that  you're  pregnant. 
If  you're  like  most  women,  you  go  from 
unrestrained  euphoria  to  high  anxiety  in 
the  span  of  a  few  minutes  or  less.  Hundreds  of     enough  caicium-rich  foods,  the 

.  ,  1       r  ''^''y  "'"  *''P  y"""^  °^"  stores  of 

questions  and  concerns  take  control  or  your     the  mineral  to  get  the  amoum  he 
mind:  What  should  you  eat  or  not  eat?  Are  there 


The  special  nutritional  needs 
of  the  growing  baby  make  it  par- 
ticularly important  for  the  moth- 
er's diet  to  be  nutritionally  sound. 
If,  for  example,  you're  not  eating 


things  you  can  do  to  help  your  baby  develop  properly? 
What  should  you  expect  once  the  big  day  arrives? 

Learning  about  pregnancy  and  good  prenatal  care 
(including  proper  nutrition  and  exercise)  can  reduce 
or  eliminate  serious  risks  for  both  mother  and  child. 
Complications  during  labor  can  be  averted.  And  risk 
factors  like  low  birth  weight  (under  five  and  a  half 
pounds),  which  is  associated  with  an  estimated  300 
percent  increase  in  other  birth  defects,  can  often  be 
prevented. 

Another  good  reason  to  learn  about  pregnancy: 
Education  provides  options.  It  makes  choices  appear 
where  superstition,  dictates  and  customs  previously 
ruled. 

Lastly,  learning  about  pregnancy  can  help  alleviate 
the  fear  of  the  unknown  that  often  accompanies  a 
woman's  discovery  that  she  is  pregnant.  We  are  all 
frightened  of  things  we  do  not  understand.  Once 
understood,  pregnancy  can  not  only  be  better  man- 
aged, it  can  actually  be  enjoyed. 


A  GOOD  DIET:  BUILDING  BLOCK 
LFOR  INFANT  HEALTH! 

Some  people  believe  that  the  fetus  will  get  all  the 
nutrients  it  needs  from  the  mother's  body.  This  is  both 
true  and  untrue  at  the  same  time.  The  foods  a  preg- 
nant woman  eats  are  the  foods  her  baby  eats. 


or  she  needs. 

If  you're  lacking  certain  nutri- 
ents, the  baby  will.  too.  Through  her  diet  and  the 
care  she  takes,  a  mother-to-be  gives  her  child  a  poor- 
ly or  well-nourished  body. 

DIET  DOS  AND  DONTS 

1 .  Eat  a  wide  variety  of  foods.  A  well-balanced  diet 
means  eating  a  variety  of  good  foods  like  fruits,  veg- 
etables and  grains,  as  well  as  dairy  products  (milk 
and  cheeses)  and  proteins  (meats,  fish,  eggs,  nuts 
and  beans).  It  is  important  to  eat  foods  from  each  of 
these  groups  every  day  to  ensure  that  the  baby  gets 
all  the  nutrients  he  or  she  needs  in  order  to  develop 
properly. 

2.  Avoid  added  sugars  and  fatty  or  fried  foods,  and 
eat  whole  grains  only.  Foods  lose  many  important 
nutrients  when  they  are  processed. 

3.  Eat  smaller  meals  more  frequently.  During  preg- 
nancy, your  stomach  and  intestines  are  pushed  up  and 
back  by  your  expanding  uterus  and  the  growing  baby. 
You  may  find  that  you  no  longer  have  room  for  large 
meals.  Smaller  meals,  eaten  more  frequendy,  will  leave 
you  feeling  far  more  comfortable  since  they  are  more 
easily  digested. 

By  nibbling  throughout  the  day,  you  can  also  help 
forestall  nausea,  a  common  complaint  of  pregnancy. 
Morning  sickness  (nausea  in  the  morning)  can  some- 
times be  prevented  by  eating  a  light  snack  in  the  mid- 
dle of  the  night  or  a  little  something,  like  crackers, 
before  getting  up  in  the  morning. 
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WEIGHT  GAIN 

The  weight  you  goin  during 
pregnancy  helps  your  body 
nourish  your  growing  baby  and 
produce  the  milk  you'll  need  for 
breastfeeding.  There's  no  mogk 
number  when  it  comes  to  the 
amount  of  weight  a  womon 
should  goin  while  she's  preg- 
nant, but  the  average  heahhy 
woman  gains  between  25  and 
35  pounds.  Expect  to  gain  about 
1 0  pounds  during  the  first  20 
weeks  and  about  one  pound  per 
for  the  remainder  of  your 
pregnancy. 

tlowever,  don't  take  the 
need  to  gain  weight  as  a 
license  to  binge  on  junk 
food.  Remember,  the  im- 
porlont  thing  is  not  how  much 
weight  you  gain,  but  the 
kinds  of  foods  you're 
eoting  to  goin  it. 
ffere's  how  the 
weight  breaks 
down: 


7  POUNDS 

Motemol  stores 
(fot,  protein  and 
other  nutrients) 

4  POUNDS 

Increosed  fluid 
volume 


4  POUNDS 

Increosed  blood  volume 


Adapted  from  the  American  College 
of  Obstetricians  and  Gynecologists, 
Nutnlwn  Dttrmg  Pregrutncy  ACtKi 
Patient  Education  Pamphlet 
#AP001   Washington,  DC.  CI992 


4.  Drink  plenty  of  fluids,  especially  water  and  juices. 
Doctors  recommend  pregnant  women  drink  at  least 
eight  glasses  of  water  each  day.  More  fluids  are  needed 
during  pregnancy  in  order  to  support  the  increase  in 
the  mother's  blood  volume  and  maintain  the  amniotic 
fluid  surrounding  the  baby.  Increased  fluid  intake  also 
helps  prevent  constipation.  Avoid  caffeinated  drinks 
like  coffees,  teas  and  colas.  And  stay  away  from  all 
alcoholic  beverages. 


D 


ANGER:  ALCOHOL,  DRUGS,  SMOKING 
AND  YOUR  BABY 

One  out  of  every  14  babies  born  in  the  U.S.  in  1990 
was  born  with  a  birth  defect,  according  to  the  March  of 
Dimes.  Many  of  these  birth  defects  could  have  been 
prevented. 

Pregnant  women  who  use  tobacco,  alcohol,  or  other 
drugs  often  have  nutritional  problems  as  well  as  other 
complications  that  can  result  in  birth  defects.  There  is 
no  better  time  than  when  you  are  pregnant  to  quit  or 
cut  down  on  harmful  habits.  Don't  worry  about  past 
uses;  just  make  sure  they  are  your  last. 

Here  are  some  important  points  to  keep  in  mind: 

*  Wine,  beer  and  hard  liquor  can  cause  serious  harm 
to  a  grouting  fetus.  When  you  drink,  your  baby  drinks. 
Since  nobody  knows  how  much  is  too  much,  most 
experts  feel  it's  best  not  to  drink  any  alcohol  during 
pregnancy. 

'Illegal  drugs,  such  as  marijuana,  cocaine,  crack, 
heroin  and  PCP  have  all  been  shown  to  pose  serious 
health  risks  to  both  the  pregnant  woman  and  her 
unborn  child.  Even  legal  drugs  can  have  harmful 
effects.  So  avoid  all  medications  except  those  pre- 
scribed by  your  doctor.  This  includes  drugs  that  can  be 
bought  over  the  counter. 

•Research  has  shown  that  smoking  during  pregnan- 
cy raises  the  risk  of  premature  delivery,  low  birthweight 
and  intellectual  deficiencies  in  childhood.  Why? 
Nicotine  constricts  uterine  blood  vessels,  decreasing 
the  amount  of  nutrients  and  oxygen  the  fetus  receives. 

The  American  Lung  Association  (ALA)  offers  a  quit- 
smoking  program  called  "Freedom  From  Smoking  for 
You  and  Your  Baby"  especially  designed  for  pregnant 
women.  The  program  lays  out  distinct  daily  goals  for 
the  smoker  and  stresses  the  importance  of  reward 
whenever  a  goal  is  met.  It  also  includes  breathing  and 
relaxation  exercises  to  help  reduce  the  stress  that 
often  accompanies  quitting. 

To  receive  the  "Freedom  From  Smoking  for  You  and 
Your  Baby"  step-by-step  manual  and  audio  tape  ($8.00 
for  the  set)  call  your  local  ALA  at:  414-782-7833. 
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HAT  IS  PRENATAL  CARE 

AND  WHY  IS  IT  SO  IMPORTANT? 


Prenatal  care  is  the  term  used  to  refer  to  regular 
visits  to  a  doctor,  midwife  or  clinic  throughout  preg- 
nancy. These  checkups  help  safeguard  your  health  as 
well  as  the  health  and  well-being  of  yoiu-  baby. 

Regular  prenatal  visits  help  your  doctor  or  midwife 
discover  and  treat  or  prevent  problems  such  as  anemia 
(low  le>'els  of  iron  and  oxygen  in  the  blood),  gestational 
diabetes  (diabetes  which  only  occurs  during  pregnancy) 
and  pre-eclampsia  (a  potentially  dangerous  condition 
signaled  by  abnormal  swelling,  high  blood  pressure 
and  protein  in  the  urine).  These  and  other  conditions 
are  often  easily  corrected  when  discovered  early,  but 
left  untreated,  they  can  threaten  your  health  as  well  as 
the  health  and  even  the  life  of  your  baby.  The  sched- 
ule of  your  prenatal  visits  will  vary,  depending  on  your 


practitioner,  but  usually  will  include: 

1)  An  overall  phytical  exam.  This  exam  is  generally 
done  early  in  pregnancy;  it  should  be  scheduled  within 
a  week  or  two  of  discovering  you're  pregnant.  Your 
practitioner  will  confirm  your  pregnancy,  determine 
the  state  of  your  general  health  and  pinpoint  any  pos- 
sible problems  that  need  treatment  or  monitoring. 

2)  Regular  monthly  checkups  for  the  Itt  throu^  the 
7th  month.  Your  doctor  will  listen  to  the  baby's  heart- 
beat and  measure  your  uterus  (from  the  outside)  to 
ensure  that  your  baby  is  growing  normally.  He  or  she 
will  determine  whether  you  are  gaining  enough  weight 
and  will  check  your  blood  pressure,  test  your  blood  (for 
anemia)  and  urine  (for  sugar  and  protein),  and  exam- 
ine your  hands  and  feet  for  signs  of  abnormal  swelling 
(edema).  This  is  also  when  you  should  alert  your  doctor 
to  any  physical  problems  you  might  be  having.  Be  sure 
to  write  down  any  questions  before  yoiu'  checkup. 


FINDING  DOCTOR  RIGHT 


In  order  to  choose  a  doctor  who  is  right  for  vou,  you 
need  information.  A  good  ploce  to  start  is  Ine  Heaith 
Pages.  "Your  Guide  to  Obstetricians'  (p.  1 8) 
provides  specific  information  about  local  doctors  and 
their  practices. 

In  addition  to  cfieddng  the  listings,  oslc  for  refarrals  from 
friends  and  rejotrvvs  and,  if  possible,  fnoin  nurses  and 
other  medical  c>erv>nnel.  Surveying  friends  and  strangers 
may  not  sound  terribly  scientific,  but  if  s  ocluolly  a  great 
woy  to  get  helpful  information  you  can't  get  anv  other 
way.  The  more  people  you  talk  to,  tf<e  bettor,  mere's  no 
magic  number,  just  keep  asking  for  names  until  you  start 
fiearing  ifie  some  two  or  three  Deirtg  higfily  recommended 
over  and  over  again. 

Some  questioiu  you  may  want  to  ask  people  about  ihe 
doctors  Itwy  recommend: 

•  Do  you  feel  confident  about  his  or  her  medical 
judgment? 

•Does  the  doctor  listen  attentively  >Mhen  you  lell  him  or  her 
whafs  wrong,  without  intemjpling  or  njshing  you? 

•Does  he  or  slw  toks  enough  time  to  explain  the  prob- 
lem and  lis  tieuliiientr 

•Is  the  doctor  easy  to  talk  to?  Do  you  feel  comfodoble 
discussing  small  worries  or  embarrassing  problems? 

•Is  ifie  doctor  reocfrable  by  pftone?  Is  he  or  she  willing 
to  give  simple  odvice  over  ifw  lelepf)one? 

If  o  doctor  who  has  been  recornmended  to  you  is  not  list- 
ed in  the  HiAOH  Paces  and  you'd  like  to  double  check  his 
or  her  credentials,  contact  your  kxal  medical  society.  The 
staff  con  tell  you  about  a  member's  Iroining  and  area  of 
specialty. 

SCHHNJIf  A  'OET-ACQUAMIBT  APPOINTMENT 

Ail  right.  So  you've  constructed  a  list  of  potential  doc- 


tors based  on  conversations  vnth  friends  and  medical 
professioTKils.  You  checked  out  each  doctor  by  learning 
about  him  or  her  through  the  Health  Pages  or  your  local 
medical  society.  You've  narrowed  the  field  to  one  or  two 
candidates.  There's  one  more  step  you  should  take  to 
help  you  reach  a  final  decision-moke  on  appointment  ta 
meet  with  the  doctor.  (If  itie  doctor  does  not  offer  free 
initial  consultations,  request  on  appointment  for  a  short 
consultation.) 

Your  evaluation  shouM  start  before  you  even  step  inta 
the  doctor's  consultation  room: 

•Is  ifw  office  staff  courteous  and  helpful  when  you  call? 
Ttwwoy  ifie  staff  treats  you  often  reflects  ifw  way  ifie  doc- 
tor will  treat  you. 

•Do  you  have  to  wait  long  past  your  sdieduled  appoint- 
ment time?  Fifteen  minutes  or  more  wHlraut  an  explanation 
is  unreosortable. 

To  get  the  most  out  of  the  meeting,  come  prepared  to 
discuss  your  lop  three  health  concerns  about  your  preg- 
nancy. Be  brier  and  note  the  doctor's  reactions  and  com- 
ments. Let  the  doctor  know  vou  want  to  play  an  active 
role  in  vour  health  care.  Tell  him  or  her  that  you  want  to 
hear  all  available  options  in  tfie  event  of  a  problem.  Be 
honest  about  ifw  kind  of  dodor-potient  relationship 
you're  looking  for,  and  the  doctor  will  usually  respond 
openly  as  well. 

It  is  tremendously  important  to  like  itie  doctor.  If  vou  are 
not  comfortable  and/or  do  not  trust  or  hove  confiOBrwe  in 
llw  doctor,  continue  your  search.  You  must  be  able  to  con- 
fide in  your  physician.  If  you  can't,  you  ore  setting  yourself 
up  lor  poor  medical  core.  Respect  is  also  a  critical  piece  of 
tfie  formuki;  if  you  don't  respect  your  doctor,  you  will 
always  hove  doubts  about  his  or  her  recommendations 
and  you  will  be  less  likely  to  comply  with  treatment. 
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3)  Regular  checkups  every  2  weeks  in  the  8th  month, 
once  a  week  in  the  9th  month,  until  the  baby  is  bom. 
Checkups  will  be  similar  to  earlier  exams  except  that 
your  practitioner  will  also  carefully  examine  the  size 
and  position  of  the  baby  as  well  as  check  your  cervix  to 
see  if  it  is  softening  or  thinning  out  in  preparation  for 
birth.  Some  practitioners  refer  to  the  cervix  as  "green" 
when  it  is  firm  and  "ripe"  when  it  is  soft.  A  soft,  "ripe" 
cervix  means  the  baby  will  be  bom  soon! 


TESTS  TO  EXPEG 
DURING  PREGNANa 

Experts  agree  that  a  woman  should  begin  to  under- 
go routine  screening  tests  either  before  conception  or 
at  her  first  prenatal  visit.  These  tests  alert  doctors  to 
potential  problems  and  provide  a  basis  for  comparison 
as  the  pregnancy  progresses.  Here  are  some  straight- 
forward answers  to  questions  about  the  most  common 
tests  during  pregnancy,  their  risks  and  why  they  are 
necessary. 

FIRST  TRIMESTER  TESTS 

*  Tests  for  glucose,  protein  and  blood  in  the  urine  to 

detect  problems  such  as  impaired  kidney  fiinction  smd 
diabetes 

'A  cervical  culture  for  gonorrhea  and  chlamydia 

'Blood  tests  to  determine  blood  type  and  Rh  type 
(to  test  for  Rh  incompatibility,  which  can  result  in  a 
disease  that  can  be  prevented  with  a  vaccine)  and  to 
check  for  anemia 

■  Tests  for  rubella  and  toxoplasmosis  (a  parasitic 
infection)  and  hepatitis  B 

'Chorionic  Villus  Sampling  (CVS)  can  detea  defects 
in  the  fetus  as  early  as  the  ninth  week  of  pregnancy. 
The  problem:  The  possible  risk  the  test  poses.  Studies 
conducted  in  1 992  yielded  conflicting  results  concern- 
ing the  safety  of  CVS.  Researchers  at  Michael  Reese- 
Humana  Hospital  in  Chicago  found  a  higher  inci- 
dence of  limb  defects  in  babies  bom  to  women  who 
had  undergone  CVS.  However,  most  other  studies, 
including  a  later  one  conducted  by  researchers  at 
Jefferson  Medical  College  in  Philadelphia,  found  CVS 
to  be  safe.  Before  having  CVS,  discuss  the  benefits  and 
risks  of  the  procedure  with  your  doctor,  and  don't  be 
afraid  to  request  a  second  opinion. 

SKOND  TRIMESTER  nSTS 

•  Ultrasound  (or  sonography)  is  a  procedure  that  can 
be  performed  fixjra  the  fifth  week  of  pregnancy  up  until 
delivery,  but  it  is  generally  done  after  the  sixteenth 
week.  The  test  uses  sound  waves  to  produce  a  picture  of 
the  fetus  (sonogram)  without  the  hazards  of  x-rays.  Most 
ultrasound  machines  have  a  TV-like  screen  that  pro- 


A  SONOGRAM  (ultrasound  pKture)  of  the  publisher's  son, 
Jordan,  in  the  18th  week  of  his  development. 

vides  parents-to-be  a  unique  opportunity  to  see  their 
baby.  Often  they  can  even  get  a  copy  of  the  sonogram  to 
show  to  family,  friends  and  their  child  in  later  years. 

Ultrasound  is  done  for  a  variety  of  reasons.  If  per- 
formed early,  it  can  be  used  to  date  a  pregnancy. 
Later,  it  can  be  used  to  identify  possible  causes  of  a 
problem  such  as  vaginal  bleeding,  determine  the  con- 
dition of  the  placenta,  diagnose  a  multiple  pregnancy, 
determine  whether  the  baby  is  growing  properly  and 
verily  breech  presentation  or  another  uncommon  fetal 
or  cord  position  prior  to  delivery. 

Although  in  25  years  of  clinical  use  and  study,  no 
harmfiil  effects  have  been  associated  with  ultrasound, 
the  American  College  of  Obstetricians  and 
Gynecologists  (ACOG)  still  recommends  the  proce- 
dure be  performed  only  when  necessary  —  not  on  a 
routine  screening  basis.  Many  obstetricians  provide 
ultrasound  services  in  their  offices.  Check  the  annex 
section  of  "Your  Guide  to  Obstetricians"  on  p.  58  to 
see  whether  your  doctor  offers  ultrasound. 

' Alpha-Fetoprolein  (AFP)  Screening,  performed 
between  the  fifteenth  and  eighteenth  week  of  pregnan- 
cy, analyzes  the  mother's  blood  to  detect  the  possibility 
of  abnormalities  in  the  baby's  brain  or  spinal  cord  or  a 
chromosomal  disorder  such  as  Down's  syndrome.  The 
problem  with  the  AFP  test  is  the  high  number  of  false 
positives  it  produces.  If  you  have  an  AFP  screen, 
remember,  it  is  only  a  screening  test.  Any  abnormal 
results  require  further  testing  to  confirm  the  existence 
of  a  problem.  Because  the  test  can  dete«  possibly  seri- 
ous illnesses  and  poses  no  danger  to  the  mother  or  the 
fetus,  experts  recommend  AFP  screening  for  all  preg- 
nant women. 

•  Amniocentesis,  usually  performed  between  the 
fourteenth  and  eighteenth  week  of  pregnancy,  is  a 
diagnostic  test  that  can  identify  a  number  of  fetal 
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problems,  including  the  existence  of  Down's  syndrome 
and  the  possibility  of  Tay-Sachs  disease  or  sickle-cell 
anemia.  Since  Down's  syndrome  is  most  prevalent 
among  children  of  older  women,  amniocentesis  is  usu- 
ally recommended  for  all  women  over  age  35. 

How  it  works:  the  doctor  inserts  a  slender  needle 
through  the  abdomen  and  into  the  amniotic  sac  sur- 
rounding the  fetus  to  extract  fluid  for  examination. 
Through  chromosome  analysis  the  test  can  also  reveal 
the  sex  of  the  fetus. 

THIRD  'nUMESTER  TESTS 

A  number  of  the  tests  performed  earlier,  such  as 
those  for  glucose  tolerance,  are  repeated  or  updated 
in  the  third  trimester.  If  your  doctor  suspects  a  prob- 
lem, he  or  she  may  also  recommend  additional  testing. 


Irs  TIME: 
THE  DRAMA  OF  BIRTH 

For  most  new  parents  childbirth  is  not  a  sequence 
of  orderly  stages,  but  rather  a  blur  of  new  physical  and 
emotion<il  experiences.  Emotions  seesaw  from  excite- 
ment to  apprehension.  The  more  you  learn  about  the 
process  of  labor  and  delivery,  the  better  prepared 
you'll  be.  Here's  a  preview  of  what  to  expect. 


LABOR;  WHAT  IS  in 

Make  no  mistake,  as  its  name  implies,  labor  is  hard 
work.  During  labor,  the  muscles  of  your  uterus  contract 
(tighten)  and  relax  at  increasingly  shorter  intervals. 
These  contractions  cause  the  cervix,  the  entrance  of 
the  uterus,  to  dilate  (open).  Once  the  cervix  is  fully 
dilated,  the  contractions  help  move  the  baby  through 
the  birth  canal  (vagina). 

FIRST  STAGE  OF  LABOR 

The  first  and  longest  stage  of  labor  is  fortunately 
also  the  least  intense.  During  this  period,  which  can 
last  many  hours,  the  cervix  begins  to  dilate. 
Contractions  at  this  stage  are  usually  mild  to  moder- 
ately strong.  In  most  cases  there's  no  need  to  be  at  the 
hospital  until  contractions  increase  in  intensity  and 
come  about  five  minutes  apart. 

WHAT  WIU  HAPPEN  AT  THE  HOSPITAL? 

Once  you've  been  admitted  to  the  hospital,  your 
nurse  or  physician  will  check  your  blood  pressure, 
pulse,  respiration  and  temperature,  and  will  listen  to 
your  heart  and  lungs.  Your  doctor  will  feel  your 
abdomen  to  assess  the  weight  and  position  of  the  baby, 
and  may  do  a  vaginal  examination  to  learn  how  much 
the  cervix  has  dilated.  By  this  time,  your  cervix  probably 
will  have  dilated  between  four  and  seven  centimeters. 

Your  doctor  may  also  check  your 
baby's  heartbeat  with  a  fetal  stetho- 
scope or  an  external  fetal  monitor.  The 
monitor  is  strapped  around  the  moth- 
er's abdomen  to  record  the  baby's 
heartbeat  and  the  pressure  of  labor 
contractions.  If  fetal  distress  is  sus- 
pected, the  doctor  may  opt  for  inter- 
nal fetal  monitoring,  in  which  an  elec- 
trode is  inserted  through  the  cervix 
and  attached  to  the  baby's  scalp. 

EASING  LABOR  PAINS 

Everyone  responds  differently  to 
discomfort  and  pain.  To  combat  the 
pain  of  labor  and  delivery,  you  may 
find  that  all  you  need  are  your  relax- 
ation techniques  and  the  support  of 
the  people  around  you.  Or  you  may 
feel  you  need  pain  relievers. 

Although  many  women  believe  nat- 
ural childbirth  (in  which  no  drugs  are 
used)  is  a  wonderful  experience,  you 
should  not  feel  guilty  if  you  can't  or 
don't  want  to  go  through  labor  with- 
out pain  relievers.  There  are  a  num- 
ber of  medications  from  which  to 
choose.  Some,  such  as  the  pain  reliev- 
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er  Demerol,  are  injected.  Others,  such  as  Phenergan, 
which  can  help  reduce  anxiety  and  nausea,  are  taken 
orally.  An  epidural,  which  is  a  regional  anesthetic, 
blocks  sensation  from  the  waist  down.  Talk  to  your 
doctor  about  each  drug's  pros  and  cons. 

Transition  —  This  term  refers  to  the  final  three  cen- 
timeters of  dilation,  to  a  full  10  centimeters.  It  is  the 
most  exhausting  and  demanding  phase  of  labor.  Your 
coach's  support  and  reassurance  will  be  especially  wel- 
come at  this  time. 

SECOND  STAGE  OF  LABOR: 
HERE  COMES  THE  BABYI 

Active  labor,  or  the  actual  BIRTH  of  the  baby  usually 
lasts  about  an  hour  or  two  for  first-time  mothers,  30  min- 
utes for  women  who've  given  birth  before.  Pushing  is 
always  exciting,  and  hard  as  it  is,  a  terrific  emotional 
thrill.  In  pushing,  the  woman  uses  her  abdominal  mus- 
cles to  move  the  baby  down  the  birth  canal.  Between 
contractions,  when  both  the  uterine  and  abdominal  mus- 
cles are  relaxed,  the  baby  usually  slips  back  a  little.  Push- 
ing is  a  2  down,  1  back,  2  down,  I  back  process  until  the 
baby's  head  starts  to  croum — is  visible  in  the  vagina. 

If  necessary,  your  doctor  will  perform  an  episiolomy 
— an  incision  that  widens  the  vaginal  opening  to  pre- 


vent tearing  or  to  speed  delivery — before  crowning.  A 
local  anesthetic  may  be  administered  to  numb  the  area 
before  the  mt  is  made.  Stitches  will  dissolve  by  them- 
selves a  few  days  after  the  birth.  Whether  you  need  an 
episiotomy  will  probably  depend  upon  your  skin's  elas- 
ticity and  the  baby's  size.  Find  out  how  your  doctor 
feels  about  episiotomies  before  labor  begins. 

THIRD  STAGE  OF  LABOR: 
THE  "AFTERBIRTH" 

This  is  the  shortest  stage  of  labor,  usually  lasting  less 
than  30  minutes.  After  the  baby  is  bom,  you  will  contin- 
ue to  have  mild  contractions  which  will  help  push  out 
the  afterbirth  (placenta,  umbilical  cord,  and  amnion). 

While  this  is  happening,  your  baby  will  undergo 
several  routine  procedures,  including  weight  and 
height  measurements,  foot  printing,  and  the  adminis- 
tration of  silver  nitrate  eye  drops  to  prevent  infection. 
A  nurse  will  observe  the  baby's  heart  rate,  breathing, 
muscle  tone,  reflexes  and  color  at  one  and  five  min- 
utes after  delivery  and  give  him  or  her  an  Apgar 
(Appearance,  Pulse,  Grimace,  Activity,  Respiration) 
score.  These  post  birth  examinations  assess  the  baby's 
condition  on  a  scale  of  zero  to  10.  Vigorous  babies 
score  7  or  higher. 


CHILDBIRTH  CLASSES  101 

The  more  prepored  you  are  for  labor  and  delivery,  ihe 
better.  Thof  s  why  many  couples  lake  childbirlh  education 
classes  before  lira  big  day.  In  addition  to  getting  you  ready 
(or  labor  and  delivery,  childbirlh  cbsses  offer  much  needed 
moral  support  for  porentj-lo-be.  During  the  emotionally 
intense  months  before  delivery,  it  helps  to  hove  the  cama- 
raderie of  people  in  ifte  same  manic/panic  stole.  Often  it  is 
in  ifiese  classes  ihol  lifelong  friendships  are  forged. 

There  are  several  approaches  with  varied  philosophies 
from  which  you  con  choose.  Many  instructors  combine  ele- 
ments of  each  in  their  classes.  LartKize,  tlie  most  commonly 
used  method,  prepares  women  to  cope  with  the  stress  of 
labor  and  delivery  through  education  and  relaxation  tech- 
niques which  include  a  series  of  breathing  exercises  to  be 
used  during  contractions.  Bradley,  anotfier  popular  leach- 
ing philosophy,  emphasizes  the  (other's  role  as  labor 
coach.  When  shopping  around  (or  a  class,  ask  your  doctor 
or  health  care  practitioner  for  recommendations  and  visit 
prospective  classes  to  determine  wlxif  s  right  (or  you  (see 
page  24  lor  some  local  options). 
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Cesarean  Section:  The  Most  Common 
Surgical  Procedure  in  the  United  States 


In  1984,  Cesarean  section  (often  called  a  C- 
section),  in  which  the  baby  is  taken  ftx)m  the 
womb  through  an  abdominal  incision, 
became  the  most  common  operation  in  the 
United  States.  In  fact,  nearly  one  out  of  every 
four  babies  in  this  country  —  a  full  23.5  percent 
—  is  delivered  via  C-section.  Since  that  time 

there  have  been  a  number  of  published  reports  criti- 
cizing C-sections  as  one  of  the  most  over-performed 
procedures.  Critics  argue  that  C-sections  needlessly 
risk  the  mother's  life  or  health  without  benefit  to  the 
baby.  But  the  fact  is  a  Cesarean  is  called  for  when  a 
natural  vaginal  deUvery  is  thought  to  be  hazardous  to 
either  the  baby's  or  mother's  health. 

HOW  CAN  YOU  KNOW  IF  A  CESAREAN 
iS  REAUY  NECESSARY? 

The  more  you  leam  about  Cesarezms  before  deliv- 
ery, the  more  easily  you'll  understand  and  accept  the 
surgery  if  it  becomes  necessary.  A  look  at  the  most  fre- 
quently given  reasons  for  Cesarezm  sections  will  help 
equip  you  with  information  as  well  as  provide  you  with 
tips  on  how  you  and  your  caregiver  can  reduce  your 
cliances  of  needing  a  Cesarean.  Some  of  those  reasons; 

1.  You  have  had  a  previous  Cesarean  delivery.  Up 
until  very  recendy,  if  a  woman  had  one  Cesarean  deliv- 
ery, her  doctor  would  almost  always  deliver  subsequent 
children  by  Cesarean  as  well.  Why?  Doctors  were  con- 
cerned that  the  woman's  uterus  would  rupture  during 
labor.  It  is  now  known  that  the  risk  of  that  happening  is 
very  small,  especially  if  the  uterine  incision  made  dur- 
ing the  Cesarean  was  of  the  low,  horizontal  (Uxw  trans- 
verse) rather  than  vertical  type  (see  figure  p.  16).  The 
good  news;  Many  doctors  now  support  the  use  of 
Vaginal  Birth  After  Cesarean  (VBAC)  if  the  mother  and 
baby  have  no  medical  problems  (see  p.  1 6  ). 

2.  Dystocia — When  the  baby's  head  is  too  big  to  pass 
Ihrou^  your  pelvis  or  when  labor  does  not  progress. 
Nature,  in  its  wisdom,  generally  matches  the  baby's 
size  with  that  of  the  mother's  uterus.  If  this  is  not  the 
case,  a  Cesarean  may  be  necessary.  Much  depends  on 
how  well  you  labor.  Labor  may  not  progress  if  the 


uterus  does  not  contract  as  it 
should.  You  can  improve  your 
contractions  by  staying  relaxed 
and  confident  —  try  the  relax- 
ation methods  you  learned  in 
your  childbirth  education  classes 
—  breathing  normally,  and  ex- 
perimenting with  different 
birthing  positions  to  help  your 
cervix  dilate.  Move  around  as 
long  as  you  can  or  try  lying  on 
your  side.  But  know  that  even  if 

you  do  your  best,  a  Cesarean  may  still  be  necessary. 

Some  physicians  will  try  to  give  sluggish  contractions  a 

boost  with  oxytocin  (a  drug  used  to  initiate  or  speed  up 

labor)  before  resorting  to  a  Cesarean. 

3.  Breech  birth — When  the  baby's  feet  or  bottom 
appear  first.  The  usual  position  of  engagement  is 
head-down.  But  some  babies  are  in  the  breech  posi- 
tion— feet  or  buttocks  first.  This  makes  a  vaginal  deliv- 
ery difficult  for  both  mother  and  child,  especially  in 
the  case  of  a  first  birth  or  when  the  baby  is  premature 
or  very  large.  Many  breech  babies  turn  head  down  by 
themselves.  Some  caregivers  may  suggest  daily  exercis- 
es to  help  the  baby  turn  or  offer  to  try  to  turn  the  baby 
before  labor  starts.  Although  some  caregivers  will 
deliver  a  breech  baby  vaginally,  most  breech  babies  are 
delivered  by  C-section. 

4.  The  baby  shows  signs  of  "fetal 
stress."  This  can  happen  if 
the  baby  is  not  getting 
enough  oxygen.  One 
possible  sign  of  fetal 
stress  is  a  change  in 
the    baby's    heart 
rate.  Another  sign 
is  a  meconium  stain. 
This  occurs  when 
the    baby    has    a 
bowel  movement  in 
utero,  causing  the 
color    of    the    fluid 
around     the    baby     t 
change  color  from  clear  to 
green,  yellow  or  brown. 

If  fetal  stress  is  detect-  REASONS 

ed,  work  with  your  caregiv-       K)«  C-SECTIONS  (1989) 
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er  to  increase  the  supply  of  oxygen  to  the  baby. 
Sometimes  fetal  stress  ceases  to  be  a  problem  when  the 
mother  changes  position  or  is  given  more  intravenous 
fluid,  or  when  the  flow  of  oxytocin  is  slowed  or 
stopped.  Your  caregiver  may  also  want  to  monitor  the 
baby  more  closely  using  continuous  internal  electronic 
monitoring  or  by  examining  a  small  drop  of  blood 
from  the  baby's  scalp  ijetal  blood  sampling).  Test  results 
may  eliminate  the  need  for  a  Cesarean  delivery. 

5.  Maternal  medical  problems,  such  as  premature 
labor,  premature  rupture  of  membranes,  high  blood 
pressure  and  diabetes  may  make  a  vaginal  birth  too 
risky  to  attempt. 

WHAT  HAPPENS  WHEN 

A  CESAREAN  IS  NECESSARY? 

When  a  Cesarean  is  necessary,  the  mother  is  usually 
given  a  regional  anesthetic  (such  as  an  epidural), 
which  is  injected  into  the  spinal  area,  to  numb  the 
lower  body.  She  is  awake  and  aware  of  what's  happen- 
ing and  the  baby's  father  can  usually  remain  at  her 
side.  Nowadays,  general  anesthesia,  which  puts  the 
mother  to  sleep,  is  typically  reserved  for  complicated 
or  emergency  Cesareans. 

After  the  anesthetic  is  administered,  the  doctor  usu- 
ally makes  a  side-to-side  incision  called  a  bikini  cut  in 
the  lower  abdomen  and  a  low-transverse  incision  in 
the  uterus.  The  obstetrician  then  punctures  the  amni- 
otic sac,  drains  the  fluid  and  lifts  out  the  baby.  The 
time  from  the  first  incision  to  delivery  is  usually  five  to 
ten  minutes;  closing  the  cut  takes  about  45  minutes. 

A  C-section  generally  costs  $3,000  more  than  a 
vaginal  delivery  and  requires  a  longer  hospital  stay  — 


usually  an  additional  two  days.  Women  may  feel 
greater  physical  discomfort,  including  nausea,  pain 
and  abdominal  gas  after  a  Cesarean  birth  than  after  a 
vaginal  birth,  and  should  refrain  from  strenuous  activi- 
ty for  several  weeks. 

WHY  HAVE  C-SECTION  RATES 
INCREASED  SO  DRAMATICAUY? 

Technology.  The  increase  in  C-sections  corresponds 
to  advances  in  medical  technology  that  enable  doctors 
to  detect  fetal  problems  that  were  undetectable  twenty 
years  ago.  Consequently,  the  good  news  about  C-sec- 
tions is  that  they  are  largely  responsible  for  the  drop 
in  mortality  rates  among  mothers  and  tlieir  babies — 
doctors  today  safely  deliver  by  Cesarean  babies  who 
would  have  otherwise  died.  That  Is  the  medical  goal  of 
C-sections. 

High  malpractice  premiums.  Malpractice  suits 
against  obstetricians  have  increased  dramatically  over 
the  last  decade.  The  resulting  premium  that  doctors 
have  to  pay  (in  some  cases  more  than  $  1 00,000  a  year) 
has  made  physicians  more  cautious  in  their  practice  of 
medicine.  The  legal  liability  associated  with  difficult 
vaginal  deliveries  in  which  something  could  go  wrong 
may  pressure  doctors  to  perform  C-sections  more 
often  than  is  medically  necessary.  Rarely  are  doctors 
sued  for  performing  a  C-secuon  when  a  vaginal  deliv- 
ery would  have  sufficed. 

"Once  a  C-section,  always  a  C-section."  Cesareans 
may  be  self-perpetuaung.  Once  a  patient  has  had  one 
C-section,  many  doctors  will  routinely  perform  a 
Cesarean  with  subsequent  deliveries  even  when  a  vagi- 
nal birth  is  possible. 
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HAT  IS  A  VBAC  AND  SHOULD  YOU 
CONSIDER  HAVING  ONE? 


\agin.il  Birih  Alter  (esarean  involvos  a  trial  of 
labor  which  results  in  either  a  vaginal  birth  or  another 
C"-section. 

In  1988.  ACOG  issued  guidelines  in  an  attempt  to 
iiirtail  routine  repeat  C-scctions.  The  guidelines  advise 
doctors  to  give  women  who  have  previously  given  birth 
by  C-section  tlie  opportunity  to  let  labor  progress  natu- 
rally rather  than  automatically  scheduling  a  C-section 
lor  subsequent  births. 

In  1990.  20  percent  of  women  who  previously  had 
a  Cesarean  were  able  to  give  birth  vaginally.  That's 
up  from  13  percent  in  1988  and  less  than  4  percent 
in  1980. 

WHAT  ARE  THE  ADVANTAGES  OF  A  VBAC? 

1.  Less  risk.  A  vaginal  birth  usually  results  in  fewer 
medical  problems  for  both  the  mother  and  the  baby 
than  Cesarean  birth. 

2.  Shorter  recovery.  Recovery  time  for  a  vaginal 
birth.  b<uh  in  the  hospital  and  at  home,  is  much  short- 
er than  that  for  a  Cesarean  birth.  Because  there's  no 
surgery  to  recuperate  from,  a  woman  generally  feels 
better  and  can  resume  her  everyday  activities  sooner. 
She  can  also  enjoy  and  care  for  her  baby  earlier. 

5.  More  involvement.  Many  women  want  to  be 
actively  involved  in  childbirth  and  there's  no  question 
that  a  vaginal  delivery  allows  for  greater  participation. 
.\lso,  although  most  hospitals  allow  a  support  person 
to  be  present  during  labor  and  vaginal  birth,  the  same 
is  not  necessarily  true  for  Cesareans,  especially  if  gen- 
eral anesthesia  is  used. 

ARE  YOU  A  CANDIDATE  FOR  VBAC? 

There  are  a  number  of  issues  caregivers  must  con- 
sider when  deciding  if  a  woman  can  have  a  VBAC.  Key 


Incision  made  in  ihe  abdominal  wall  for  Cesarean  birih: 
Classical  (left)  and  transverse  (right}. 


factors  that  make  a  VBAC  attempt  possible: 

1.  Neither  the  mother  nor  the  baby  has  any  major 
medical  problems. 

2.  The  health  of  the  mother  and  baby  can  be  closely 
supervised  during  labor.  The  hospital  should  be  equip- 
ped to  perform  an  emergency  Cesarean  or  provide 
other  emergenc"y  medical  treatment  if  necessary.  Note: 
The  chances  of  needitig  an  emergency  Cesarean  are  no 
greater  for  a  woman  who  has  already  had  one  Cesarean 
than  for  a  woman  who  previously  gave  birth  vaginally. 

3.  The  incision  in  the  uterus  from  the  previous 
Cesarean  is  horizontal. 

Our  Ihanh  to  the  jollowing  doctors  for  reviewing  ikvi  section:  C. 
Irving  Meeker,  M.D.,  Maine  Medical  Center,  Portland,  ME  and 
I'ntnda  Patel,  M.D.,  Princeton  Medical  Center,  Princeton,  N.J. 


WHAT  TO  ASK  YOUR  DOCTOR 
ABOUT  C-SECTIONS 

•  Are  you  planning  to  deliver  the  baby  by 
Cesarean?  Why?  Do  I  have  any  other 
alternatives? 

•  My  first  baby  was  delivered  through  a  C-section. 
Will  you  let  me  try  a  vaginal  birth  this  tiine? 

•  If  my  labor  doesn't  progress,  will  you  try  other 
procedures,  like  medication,  before  performing  a 
C-section? 

•  If  the  fetal  monitor  indicates  the  baby  is  in  distress, 
will  other  methods  be  used  to  confirm  the  monitor's 
feeding  before  a  C-section  is  performed? 

If  your  doctor  has  told  you  that  a 
Cesar«an  definitely  will  be  necessary, 
you  may  ^ant  to  ask  some  of  the 
folloMnng  questions: 

•  Will  the  type  of  incision  you  moke  adversely 
affect  my  ability  to  attempt  a  vaginal  delivery 
with  my  next  child? 

•  Will  the  father  be  able  to  hold  the  baby  immedi- 
ately after  the  birth? 

•  Con  the  baby  stay  in  the  room  with  me  after  the 
birth? 

•  How  much  time  will  I  spend  in  the  hospital  for 
recovery? 

•  What  physical  discomfort  and  limitations  can  I 
expect  following  the  surgery? 
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Wisconsin's  Cesarean  Rates: 
The  Second  Lowest  in  the  Nation 


A  1992  Public  Citizen  Health  Research    leyeiofa  hospUai  i^ei  3  hospi- 
tals  handle  complicated  pennatal 
Group  study  of  Cesarean  rates  in  48  states    cases.  Level  2  hospitals  handle 
„  II-       1  r\r\n  in  r  TAT  intermediate  cases  and  all  other 

L  found  that  in   1990,  at   17.5  percent,  Wis-     hospitals  that  offer  maternity  ser- 

consin  had  the  second  lowest  state  Cesarean  rate    ""^".^^^  designated  Level  1. 

High  Ruk  Pregnanctet.  If  you 

in  the  United  States!  In  fact,  the  Wisconsin  rate    are  over  35.  have  had  a  cesarean 

_,  _  ,  ,  ,  -1  section,  are  having  a  multiple  preg- 

was  26  percent  lower  than  the  national  average    ^^ncy,  have  a  disease  such  as  dia- 

of  23.5  percent.  That  means  4,200  fewer  Cesareans       betes,  or  are  at  risk  for  complications  such  as  high 

blood  pressure  or  obesity,  your  doctor  may  classify  your 
pregnancy  as  high  risk.  This  means  you  will  need  addi- 
tional monitoring,  including  more  frequent  ultra- 
soimds  and  other  tests.  Depending  on  why  your  preg- 
nancy has  been  classified  as  high  risk,  you  may  or  may 
not  be  more  likely  to  have  a  Cesarean  delivery.  For 
example,  complications  resulting  from  high  blood 
pressure  might  make  a  C-section  necessary,  whereas 
having  had  a  previous  C-section  due  to  failure  of  labor 
to  progress  may  not.  Remember, 
many  high-risk  pregnancies  pro- 
ceed absolutely  normally,  and  result 
in  natural  deliveries. 


were  performed,  for  a  total  savings  of  about  $  1 2,600,000 
for  Wisconsin  consumers. 

Wisconsin's  VBAC  rates  are  even  more  encouraging. 
VBAC  rates  in  Green  Bay,  Madison  and  Milwaukee 
averaged  31  percent — 55  percent  higher  than  the 
national  VBAC  average  of  20  percent. 

Clearly,  Wisconsin's  physicians  are  leading  the  way 
for  the  rest  of  the  nation  when  it  comes  to  restraint  in 
the  use  of  Cesarean  delivery. 


HOSPITAL-SPECIFIC 
CESAREAN  SECTION  RATCS 

The  Cesarean  rates  for  hospitals 
in  Wisconsin  range  from  a  low  of  1 0 
percent  to  a  high  of  21  percent 
(which  is  still  below  the  national 
average).  One  reason  a  hospital 
might  have  a  higher  Cesarean  sec- 
tion rate:  If  it  is  set  up  to  serve  a 
high  risk  pregnancy  population. 

Neonatal  ICU  and  Level  of  Care. 
In  most  areas  of  the  country  perma- 
tal  care  (care  for  women  in  the  later 
stages  of  pregnancy,  during  labor 
and  delivery  and  during  the  first 
week  after  delivery)  has  been 
regionalized.  Very  high-risk  mater- 
nity patients  are  generally  referred 
to  centers  with  special  neonatal  in- 
tensive care  units,  which  can  pro- 
vide more  sophisticated  care  to  sick 
infants.  These  patients  may  be  more 
likely  to  require  a  Cesarean  deli- 
very, accounting  for  the  hospital's 
relatively  higher  C-section  rate. 

States  designate  the  perinatal 


HOWWECOMPfUD 
THE  INFOKMATIOKr 

The  Heaith  Pages  requested  rtie 
Cesarean  section  rate  of  every 
physidcin  in  the  three  melropoiilan 
areas  who  performed  at  least  50 
deliveries  o  year  in  both  1990  and 
1991.  The  stote's  disclosure  lows 
require  that  a  physician  be  notified 
of  any  information  requests  and 
that  he  or  she  be  given  30  days  to 
fewiew  all  patient  discharge  data 
before  it  is  released.  After  we 
received  the  information,  the 
Health  Pages  sent  two  mailings  to 
every  physidon  listed  iftot  included 
the  doctor's  C-section  rale  and 
number  of  total  deliveries.  We 
asked  the  doctors  to  confirm  lf>e 
information  and  provide  us  with 
dioracteristics  about  iheir  piioclices 
which  might  affect  itwr  roles.  The 
physicians'  comments  were  incor- 
porated into  ifte  listings  ifiot  foHow. 


PHYSICIAN-SPECIFK 
CESAREAN  SECTION  RATES 

The  listing  that  follows  repre- 
sents the  first  time  in  Wisconsin,  in 
fact,  in  the  United  States,  that 
physician  Cesarean  rates  are  being 
made  available  to  the  public. 

When  reviewing  the  tables,  bear 
in  mind  that  a  physician's  rate  may 
be  higher  if  he  or  she  regularly  sees 
high  risk  pregnancies  or  is  a  con- 
sultant to  family  practitioners. 

Family  Practice  Consultants.  In 
1989,  27  percent  of  the  deliveries 
in  Wisconsin  were  performed  by 
family/general  practice  physicians. 
Family  practitioners  actually  saw 
many  more  pregnancies  but  often, 
as  the  delivery  date  neared,  or  dur- 
ing labor,  a  decision  was  made  to 
perform  a  Cesarean,  which  many 
hospitals  do  not  allow  family  practi- 
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tioncrs  to  perform.  In  those  instances,  an  obstetrician 
who  the  family  practitioner  may  regularly  consult  or 
one  who  happens  to  be  on  call  at  the  time  may  be 
asked  to  perform  the  Cesarean,  increasing  his  or  her 
Cesarean  rate. 

rhe  information  in  the  listings  does  NOT  factor  out 
these  additional  Cesareans  except  in  a  few  cases  in 
which  the  physicians  themselves  factored  out  the  num- 
ber of  consultant  Cesareans  they  performed  and  pro- 
vided us  with  a  separate  C-section  rate  for  their  own 
patients. 

CESAREAN:  THE  ROLE  OF  THE  PHYSICIAN 

The  debate  over  why  Cesareans  are  performed  is 
heating  up  and  studies  are  underway  throughout  the 
nation.  On  the  local  level.  Dr.  Herbert  Sandmire  and 
Dr.  Robert  DeMott  of  Ob-Gyn  /^sociates  in  Green  Bay 
are  conducting  a  multi-year  research  study,  begun  in 
1986.  of  busy  obstetricians'  practices  at  St.  Vincent  and 
Bellin  Memorial  hospitals. 

Their  findings  thus  far:  The  differences  in  individ- 
ual physician  Cesarean  rates  cannot  be  explained  by 
"patient  obstetric  risk  factors,  socioeconomic  status, 
service  status,  or  duration  of  the  physician's  prac- 


tice...and  that. ..higher  Osarean  rates  did  not  result  in 
better  neonatal  outcome."  Instead,  the  researchers 
concluded  that  "individual  physician  practice  style  was 
the  only  apparent  determinant  of  Cesarean  rates  for 
the  1 1  obstetricians  studied.  Current  Cesarean  rates 
can  be  substantially  reduced  without  sacrificing  fetal 
and  newborn  safety"  {Anierkan  Journal  of  Obstetrics  arid 
Gynecology  1990;  162:1593-602). 

It  is  because  of  the  role  that  an  individual  physician 
practice  style  may  play  in  Cesarean  delivery  that  the 
Health  Pages  decided  to  publish  physician-specific  C- 
section  rates.  After  learning  about  this  decision  a  num- 
ber of  obstetricians  and  hospital  administrators  wrote 
or  called  our  office  applauding  this  effort.  Others  won- 
dered, sometimes  not  in  the  friendliest  of  ways,  why  we 
were  doing  this. 

Our  answer:  The  public  has  a  right  to  know  C-sec- 
tion rates  and  other  information  about  the  health  care 
professionals  whose  services  they  pay  for.  Some  doc- 
tors may  be  more  likely  to  perform  a  Cesarean.  Some 
women  who've  already  had  one  Cesarean  may  prefer 
to  have  another  rather  than  attempt  labor.  Ultimately, 
each  woman  together  with  her  doctor  must  choose 
what's  right  for  her. 
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•1   The  stole's  infomMtion  on  Dr  Gallagher's  prodice  listed  o  C-sec-        1 5%.    When  his  family  practice  consultant  C-sedioo  rale  '<ikx)ond 
lion  rale  of  22%  and  403  deliveries.  St  Mory's  hospital  wrote  us  that        out,  his  C-section  rote  wHh  his  o»n  patients  is  10%,    In  addition  Dr. 
Dr  Gallagher  hod  perWed  282  deliveries  with  o  Csedion  role  of        Kindieloe  wrote  us  that  his  C-section  rote  wos  1 2%  (Juhr  1 990-June 
23%.    When  his  family  practice  coosuhant  CsecHon  rote  is  fodored        1 992);  after  adjusHng  for  consultant  Csadions  that  rale  laBs  to  8-9%. 
out,  his  C-section  rate  with  his  own  patients  is  1 7%                                    '4  St.  Mor/s  Hospital  asked  us  to  print  itw  following  sentence:  "This 

•2  The  stole's  information  on  Dr   Hdloin's  practice  listed  a  C-section         percentage  figure  includes  an  unknown  number  of  emergency 
role  of  23%  and  503  deliveries    St  Mary's  hospital  wrote  us  ihol  Dr         Cesoreon  sections  perfomwd  at  the  request  of  family  physicians  who 
Halfain  hod  perWed  313  deliveries  with  a  C-section  rate  of  22%.        deliver  at  his/her  hospital  and  does  not  reflect  the  Cesarean  sednn 
When  his  family  procticB  comubanl  C-section  rate  is  foctored  out,  his        role  on  patienls  folbwed  throughout  pregnancy  by  Ihis  obslelnaan 
C-sedion  rote  wilk  his  own  patients  is  14%,                                                   '5  The  stole  provided  the  HEAim  PAGtS  with  a  31%  Csedion  role,    Dr, 

•3  The  stale's  informotion  on  Dr,  Klnchefae's  practice  listed  o  C-sac-         Roley  odds  ihal  dunng  ihe  period  of  July  1,  1991  to  June  30,  1992 
Hon  rote  of  1 7%  and  447  deliveries    St  Mary's  hospitol  wrote  us  ihot        his  primary  Csedion  rate  (excluding  women  who  previously  hod  a 
Dr,  tOnchefae  had  perfemted  314  deliveries  wilh  a  Csedion  rate  of        Cesarean)  was  21%  Dr  Roley  is  Board  Certificotion  Eligible. 
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1972 

SMSomgritai 

1,550 

1,650 

350 

12% 

Oaiibtn,  URoyu 

1980 

West  Allis  Mem. 

1,665 

1,975 

274 

•7 

High  Risk  &lnftrtitity 

"6  Tlie  state's  infonrxitioi 
Hot  rate  of  34%.  Dr.  All 
her  own  patients,  exclud 

1  on  Dr.  Alexander's  practice 
ixonder  wrote  us  that  her  C-se 

Sled  a  C  s 

dion  rate  w 

ec       *' 

/ilh        ^<^ 

rhe  slate's 
rote  of  50" 
round  17% 
sultant  for 

nformation 
*    Or  Cha 
'  when  you 
bmily  prw 

on  Dr.  Chambers'  practice  listed  a  C-soc- 
mbers  wrote  us  that  his  'Inje  C-seclion  rote 

foctor  In  his  role  as  a  high  risk  pregnancy 
-^ce  doctors  for  the  HMO,  Family  Health 

'-                                                                                                                                                                                                                                       1 
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JEAUH  PAGES 

Otam 

CKlfflotiee 

AKlatiM 

Mvary 
Prin 
(19«) 

Ct«ra 
Sediei 
Prke 

Ne^««( 
MmriH 
(1990-91) 

CnvMi 
SkHm 

(I99M1) 

CiMiHi/Syeddlrtiratts 

(M,Dn^ 

I9M 

CcHnw«rMem. 

S17»9 

SIJX 

250 

lex 

H^tktikim, 

Qmi,.  Mm 

1962&)978 

Ocononwwoc 

1,650 

2,000 

154 

32X 

U^m.tmm 

19M 

1,100 

1060 

350 

m 

Cnrft,San«l 

1985 

Sl.lulce's4»ilw 

1,800 

2,250 

364 

14X 

PAWn  Jwn 

1975 

WoBkeskallM. 

1,100 

vso 

a 

I6X 

w^tk 

Dafag^RoraM 

1986 

490 

9% 

DMiur,MiA 

m\ 

si.j«mi.-s 

1,475 

2,440 

369 

t 

lMB*,hMhr(Up>Mnr          -'t 

DMo,  Lyn  Kittttr 

1980 

BmbfooltMefli. 

1,728 

2,050 

290 

m 

HighKsk 

PdnJlll 

1979 

HbsiAlilhm. 

USO 

lOSO 

226 

ISJl" 

DvoracM^  FroBCiM 

1988 

1,900 

2,100 

137 

16% 

b>K$<M*aH. 

SLM^s 

1,900 

tioo 

259 

K 

IMM                                             -'^i 

BuM,  iociiyi 

1989 

1,680 

1,970 

309 

m 

Ml,  6^ 

1990 

Otmbi 

USO 

J,J0O 

554 

1S»*» 

• 

nMoysoi^  VrHsi 

1962 

1,680 

1,890 

399 

12X 

F«t,lria 

19M 

SLUbVfadM 

1.785 

1336 

449 

I2X 

■: 

Friti,  RelMTt 

1965 

1,800 

2,000 

259 

m 

Gaiy,  NM 

352 

IX 

GkaD.O,DaM 

1991 

Son  Sonorilai 

1,600 

1,950 

360 

nx 

MartArtOhsMniCin 

aMiOA.nihHi 

1917 

I^ 

1J64 

267 

IR 

V 

GoirikJyolU 

1984 

5t.Midioel's 

1,654 

1,864 

179 

41X 

Higliesic 

CradMkBMi 

19M 

210 

I7X 

Cffywiwk^  Mnmh 

1973 

5t.Jo«|A 

1,680 

1,970 

251 

•11 

M^Esk 

CmIHMb 

19« 

OOMMMC 

1,650 

tflOO 

244 

23S 

. 

H<Bdridl,1lMMI 

1 970  &  1978 

ColunlMi 

1,800 

2,060 

327 

19X 

ItghCskt  Metier 

Mft^MMM 

1J0O 

MOO 

216 

24X 

• 

IMtaMI^  IfeMniy 

1989 

St.Udw^Uw 

1,600 

1,900 

286 

13X 

KghEsli 

IMbMr,nMi 

19tf 

17» 

lao 

231 

1M 

JwvJiriM 

1986 

5M5amarilQn 

2,270 

2,841 

2t0 

13S 

M|b  Gsit,  IWn^^Md  SfKi^  t  M  eriK. 

*S  Tha  ilato's  infonmlion  on  Dr.  DecWs  pnxlioa  lisk 
rate  o(  23%.    Dr  Dadar  wrote  ui  ihot  in  1990-9)  he 

5%  in  Itie  fint  half  o(  1 992  He  dio  stated  ihot  he  i>  "o 
nen)  o(  voainal  birth  ofler  C-iechon  (VBAQ,  twin  deliv 

"9  Or.  Dolan  provided  ihe  following  information;  Prin 
role  o(  1 2%  and  0  V8AC  rate  o(  43%. 

tdoC-tedion      MO 
received  high        wH 

wt  perferm  C-         on 

tin  1991  and       .,, 
strong  propo*         ^^ 

»ies«.g,nally        -^ 

Co. 
wry  C-»clion         18 

Dr.  Fait  fn 
1  his  own  p 
consults. 

The  state's 
tion  rote  c 
udes  consu 
itaquenlly. 
6%. 

novided  rhe 
otianh  was 

f  26%   Or 
ting  to  fan 
with  his  OM 

following  information:  His  C-sadion  rate 
10%;  Ihe  15%  nunbv  indudes  C-iedioro 

n  on  Dr.  Gtytiiewicz's  prodica  lisled  a  C- 
.  Gryniewicz  wrote  us  ttnit  his  practice 
lily  piodiHoners  for  high  risk  pregnancies 
m  patients  hit  totol  C-iedion  role  wot  only 
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Doctor 

lo>il 

HoifM 

Dobtry 
Prin 
(1992) 

COMTOOI 

SotthM 
Prin 
(1992) 

(1990-91) 

CoMrtoi 

SocMo* 

Roll 

(1990-91) 

Coinoots/Spodol  Inlwosli 

JM,GMr|( 

1987 

191 

26X 

Koirinla,H<«Y 

1989 

Community  Mem. 

Sl,675 

S2,012 

442 

15X 

High  Risk,  Infeflility  S  Lnti  Surgeiy 

Ofr.  kik 

1954 

1,600 

1,850 

515 

I6X 

KaUM«,R«ddi 

157 

27% 

Kd«,MkM>. 

196i 

Sl.Jose|il|-s 

1,700 

2,000 

302 

•12 

Higblisli.Mvi»W&Va|lndS<>|iiy 

UlraKlM,Jo*« 

1989 

St.  luke's-Rocine 

1,701 

2,122 

494 

n 

LdkkR*9<r 

WoukeshoMem. 

1,850 

2,419 

207 

•13 

Unpins,  Bsrbara 

1,650 

2,025 

145 

12% 

1991 

1,680 

1,970 

304 

18X 

LeOoux,  David 

1977 

St.  Luke's-Rodne 

1,785 

2,336 

499 

16% 

U«,GlMdo 

1990 

1,650 

2,025 

183 

21X 

IHVJOIIMI 

1986 

St.  Mary's 

1,687 

1,947 

552 

13% 

fligh  Risk  i  Fomily  fVcctice  Consuhont 

Uitok,Ei«o 

1,550 

1,900 

274 

9X 

LlKCIl,P<»l 

1979S1989 

Columbia 

1,800 

2,060 

263 

15% 

High  Risk,  Infeitil'itySMeiwpouse 

M«di,Jws 

1,720 

2,150 

149 

25X 

IWciewslaMdiael 

1985 

BuriingtonMem. 

1,700 

342 

19% 

Moktr,  G«erg« 

1982 

BuitagtonMefli. 

1,696 

2,179 

287 

17X 

High  Risk 

JWothews,  Ridxird 

1969 

1,687 

1,947 

353 

16% 

NUbyaMdo,  Wohtr 

1,«0 

1,800 

239 

19X 

MetoH,  Joome 

1,750 

1,980 

600 

18% 

M«>«*    — _.u. — 

1977 

WnktslnMain. 

1,850 

2,419 

473 

♦14 

ICgli  Ridi,  leiiitlay  &  Minand  hmnin  Socgvy 

NW<^,AHredo 

Sinoi  Samoriton 

1,400 

1,680 

1064 

20% 

lUUr.DMb 

1991 

1,675 

2,012 

257 

19X 

IMIer,DoMMJr 

1983 

St.  Luke's-Rodne 

1,695 

2,050 

348 

15% 

1991 

1,000 

2,250 

386 

I6X 

Massoo,  Jeffrey 

1983 

St.  Luke's-Rodne 

1,785 

2,336 

283 

14% 

High  Risk  S  Mole  ond  Female  Infertility 

Myin,  Robert 

155 

22X 

NQsli,D<>vid 

1982 

St.  Mary's 

1,700 

2,000 

161 

11% 

N«HJms 

WoubshaMxn. 

1,769 

2,220 

228 

19X 

HigliRidi 

•>2   TW  state's  informati 
rote  of  26%  Dr  Kuhn  wr 

•13  T>>e  slate's  informotic 
rote  of  23%.    Dr   Lollch  v 
to  o  large  numtier  of  fa 
Consequentfy,  witfi  fiis  o 

>n  on  Dr.  Kufin's  practice  liste 
3te  us  tdot  Ills  C-section  rote  wc 

n  on  Dr.  Lalicfi's  practice  liste 
vrote  us  thot  fits  practice  inclur 
nily  practitioners  for  fiigfi  risk 
wn  potients  his  totol  C-sectio 

d  o  c-section         14. 
s20%,               .,^ 
d  a  C-section        rote 
es  consulting        to  a 
pregnancies.         Con 
rote  is  only         U. 

>%  and  fiis 

Ttie  slate's 
of  19%.    D 
lorge  num 
sequent!/, 
%  and  fiis 

Drimory  C-section  rate  is  11%. 

nformotion  on  Dr.  Meyer's  practice  listed  a  C-section 
'.  Meyer  wrote  us  ifiat  fiis  practice  includes  consulting 
3er  or  family  practitioners  for  fiigfi  risk  pregnancies, 
^itfi  fiis  own  potients  his  total  C-section  rate  is  only 
jrimory  C-section  rote  is  11%, 

132 


JEAUH  PAGES 

Doctw 

iMri 

HospM 

Va#M 
Mmy 
Prin 

Ctserta 

SkMm 
Price 
(I9«) 

NMb«o( 
Mnriit 
(IWO-91) 

CMnoe 
S«1l« 
Rett 

(I99(H1) 

CiMMts/SpKMMarMts 

ChUIUoIIh 

O'Reilly,  Julie 

1989 

S1,800 

52,200 

234 

22X 

I970tl»7l 

Stlub'Ue* 

i^too 

2,200 

147 

33X 

H^  U  t  tasdM  l«  St.  like  Foidir  Pmia 

PorcoB,  Jonan 

1974 

1,700 

2,000 

317 

11% 

Mw,U«arf 

\vn 

Wast  All  Men. 

y» 

TfiSO 

273 

19X 

ti4itiL.yk0,,i\mt«m 

PoHier,  Waymon 

1,400 

1,600 

382 

19V" 

ssfflfcW* 

1970 

107 

21X 

PrfaiPUp 

1968 

1,650 

2,050 

212 

I6X 

H^Hhm* 

Wl 

St.  Jos^k-s 

vn 

yoo 

325 

34X 

IMngMMSfeddUtHigbBi 

PoranklTod 

1982 

1,680 

1,970 

394 

22% 

^HH.-/ 

Itt3 

1.9*S 

1450 

228 

m 

KogvvMi 

1,830 

2,200 

235 

37% 

IMPPIlMt 

I9«7 

(JmonDwoc 

1650 

1^000 

2S4 

I9X 

SlHfi,  Mobonmad 

1975 

Sinoi  Somoriton 

1,580 

1,942 

926 

•16 

Highltisk 

SH^Ma 

\m 

Stfmids 

l^iOO 

ijm 

369 

18X 

K^Bsk 

Stodler,  James  II 

1980 

1,680 

2,020 

550 

17% 

SNWVT/  WsRM 

.970 

1^ 

1,970 

376 

17% 

Stwino,  KoHiy 

1989 

Wcukesho  Mem. 

1,728 

2,050, 

252 

16% 

High  Risk,  Infertility  KLoporoscopy 

UMivbM* 

IW 

1^ 

1300 

264 

I4X 

VHonos,  Gerald 

1980 

1,800 

2,060 

246 

13% 

■I^BlMfc 

19tt 

i;r75 

y7$ 

242 

S2X 

Wailti,J«hilee 

1989 

1,650 

2,200 

253 

9% 

MMt4frt 

1974 

1,800 

2,250 

232 

11X 

WQsUqt«i,JoBie  Marie 

1989 

Sinoi-Somoriton 

1,995 

2,250 

269 

15% 

HHIn., 

1972 

Jl.fnacis 

1,N0 

2,000 

134 

19X 

waayuU,  Joseph         | 

St.  Luke's-Rodne 

1,785 

2,336 

402 

13% 

WwaNHMiliiiii 

1977 

SL  Jesuit's 

isoo 

isoo 

426 

34X 

M*n^fe)dSfeikisttHi|6lkli 

YeBA.QYde 

1968 

^^^ 

1,687 

1,947 

265 

14% 

^^^^^^H 

5*5^^ 

19M 

WadtHkoKem. 

M*^^^ 

\^^Vl 

taMriatriihdICan 

RomIo,  Pedro 

1977&1984 

Sinai  Samorilan 

1,250 

N/A 

573          OX     1 

jtlVMI^KlMrt 

m 

;   $i.vtacMi 

i,as 

Wk 

114     1     OX     1 

•15  Or.  PaAer  prodded  * 
o(10%ondaVRACroleo 
•16  T>ie  state's  infonnation 

le  following 
onDr  SMi 

nfofmalion:  Piiinary  C -section 
s  procHce  listed  o  C-section  roll 

^         2\% 

his 

of        for 

.  Or  Slxifi  wrote  us  ll\at 
primary  C-s«crion  rote  v 
3  total  C-seclion  rate  of 

for  tfvi  period  of  July  1 .  1 99 1 -June  30,  1 992, 
wn  7%  and  his  repeat  C-sedion  rate  was  8%, 
5% 
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OSPITAL 
MATERNITY  SERVICES 


Women  liavo  niany  opiicips  loday  when  it  conies  to 
where  and  how  to  birth  their  babies.  So.  hospitals  have 
begun  competing  with  one  another  for  maternity 
patients.  This  has  rcsuhed  in  modernized  delivery 
facilities  as  well  as  a  greater  variet)-  of  senices  from 
which  women  can  choose.  Improvements  have  come 
on  many  fronts,  including  the  number  of  times  a 
woman  is  shuffled  from  room  to  room  during  labor, 
delivery  and  recovery,  the  decor  in  labor  and  delivery 
rooms,  the  flexibilitv'  afforded  fathers  in  terms  of  visit- 
ing hours  (all  the  hospitals  surveyed  allow  fathers  to 
visit  anytime):  the  ability  to  have  the  newborn  spend 
time  after  delivery  with  his  or  her  parents;  and  the 
authorization  of  midwives  to  deliver  babies. 


^^■■^^^H 

Hospital 

TypeoJ 
doss 
Offered 

Averoge 
Closs  Siie 
(Cooples) 

Numlxrol 
MeetliK|s 

Cost 

Bdbi  Meoorid  Hospital 

loinine 

8 

S28 

UnNse 

,    ' 

40 

St.  ViiKeiit  HospHol 

Unnoze 

8 

40 

Si.  ■■T'*  H«fM  IMiil  CMriw  •  IMbw 

UmaB 

9 

60 

Meritef  Hospital 

Uiniaie 

10 

60 

Omliinotiofl 

17 

40 

Cohimbic  Hospital 

ICEA 

12 

40 

CoRiJiinotioQ 

IS 

35 

Mawoukee  County  Medicol  Complex  Hospital 

(Mttbinarim 

i 

35 

St.  Fraiids  Hospital 

Lamoze 

9 

35 

SI.  Ub't  Miaail  (MMr  -  MwMkM 

lonazt 

10 

4 

40 

St.  Lake's  Memorioi-Radne 

Other 

12 

St«^sHH|M 

ODiH 

IS 

50 

St.Midioel 

Othet 

12 

40 

SM^MwflwirtmlCwHr 

K» 

10 

45 

Wovkesho  Memofiai  Hospitol 

Lnmoze 

9 

30 

06m 

20 

20 

HOSPITAL  CLASSES 

A  valuable  education  resource 

All  hospitals  oiler  classes  to  help  new  mothers  and 
their  families  prepare  for  the  proper  care  of  their  new 
arrival.  Most  of  the  hospitals  listed  ofTer  valuable 
classes  in: 

•  Baby  Care 

•Breastfeeding 

•Infant  Nutrition 

•Infant  CPR 

•Sibling  Preparation 

In  addition,  some  hospitals  also  offer  special  classes 
for  single  parents  (St.  Vincent,  St.  Mary's-Madison). 
adoptive  parents  (St.  Mary's-Madison,  Menomonee 
Falls)  and  grandparents  (Bellin,  St.  Mary's-Madison). 
Meriter,  Columbia  and  St.  Francis  hospitals  have  sup- 


CIRCUMCISION        ./ 
DECISION 

Should  you  circumcise 
a  newborn  son? 


Qrcuridsion  is  the  surgical  removol 
of  the  foreskin  from  the  penis.  Al- 
though (or  many  people  the  proceilure 
is  on  importoni  religious  ritual,  it  is  not 
without  risk  and  is  usuolly  not  tonsid- 
ered  medically  necessary.  Consei)uen- 
tly,  the  circumcision  debate  goes  on: 

PRO  Some  studies  hove  shown 
that  circumcised  moles  hove  o  lower 
risk  of  urinorjtTOCt  infections  thon 
uncircumcised  moles  because  their 
penises  collect  fewer  bacteria  ond  are 
easier  to  deon. 

CON.  Critics  of  the  procedure 
argue  thai  il  is  unnecessory —  thot 
proper  hygieire  con  be  taught,  and  ihot 
the  benefits  of  drcumcision  don't  out- 
weigh (he  risks  associated  with  any  sur- 
gical procedure. 

Discuss  the  risks  and  beoefils  of  dr- 
nimdsiun  with  your  doctor  and  your 
hmily.  II  you  dedde  to  hove  your  son 
drcumdsed,  tell  your  doctor  soon  after 
the  baby  is  bom.  Ihot  way,  rf  you 
choose,  the  procedure  con  be  done  in 
the  hospital.  You  will  hove  to  sign  a 
ptrmission  slip,  and  pay  on  adifitranol 
fee  (see  drart  on  p.  27). 


Moiy  iesprft^  offer  'rehtdm'  dcssts  for  liu  utimi  time  oroeml  A  sptdal  fMOO}*  dMHWrrt  doss  Is  naUabh  el  $f.  Vhctnfs  HosplftL 
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port  groups  for  new  mothers.  St.  Luke's  offers  a  spe- 
cial four-hour  class  on  VBAC  for  $20  and  an  Infant 
CPR  class  in  Spanish.  St.  Michael's  will  arrange  for 
interpretation  of  some  of  its  classes. 


GETTING  THE  MOST  OUT  OF 
YOUR  HOSPITAL  STAY 


,  Aayoae?  Bonding  time  is  the  period  inunediately 
following  the  birth  (after  the  baby  has  undergone  pre- 
liminary tests)  when  mother  and  father  can  cuddle  and 
caress  their  newborn  without  any  intrusions.  All  of  the 
hospitals  listed  set  aside  a  minimum  of  60  minutes  for 
bonding.  Many  allow  for  a  longer  bonding  period. 

Cdfag  Al  Coodies.  All  the  hospitals  listed  allow  the  pres- 
ence of  at  least  one  coach  during  delivery.  In  fact,  many 
hospitals  allow  more  than  one  loved  one  to  help  you 
through  childbirth.  Check  with  your  hospital  to  see  if 
prior  arrangements  are  necessary. 

Bring  tk*  Comras  —  kner  Yet,  Hm  Video  Recorder.  All  the 

hospitals  listed  allow  you  to  record  the  birth  on  your 
own  equipment. 

Spedd  RoOBOte.  After  the  birth,  many  mothers  opt  to 
have  the  baby  stay  with  them  at  all  times.  This  is  called 
rooming-in.  Having  the  baby  in  the  same  room  makes  it 
easier  for  a  new  mother  to  breastfeed  and  to  respond 
directly  to  her  baby's  needs.  (All  the  hospitals  listed 
allow  rooming-in).  The  down  side:  A  woman  whose 
baby  rooms  with  her  may  forfeit  a  large  chunk  of  much 
needed  sleep  and  rest  time. 

TERMS  IN  THE  TABU 

Here  are  defmitions  for  some  of  the  terms  that 
appear  in  the  table  on  the  following  page. 

GeMlfc  Coaasefiig:  Genetic  counseling  can  help  a  cou- 
ple determine  their  chances  of  having  a  child  with  an 
inherited  genetic  disorder  and  make  informed  choices 
based  on  what  they  find  out.  A  complete  history  of  the 
couple's  family  health  is  taken  and  the  couple  must  fill 
out  a  form  listing  diseases  that  may  have  occurred  in 
their  families  or  that  are  common  to  people  of  their 
ethnic  backgrounds.  This  is  done  to  find  out  whether 
any  specific  type  of  prenatal  testing  should  be  offered. 
Lab  tests  may  also  be  performed  at  the  first  counseling 
session.  The  risks  of  having  a  child  with  a  genetic  dis- 
order, which  often  are  lower  than  the  couple  may  have 
feared,  are  explained  and  the  couple's  concerns  are 
discussed. 

IVf:  In  vitro  fertilization,  or  IVF,  brings  a  man's 
sperm  and  a  woman's  egg  together  outside  the 
woman's  body.  To  achieve  in  vitro  pregnsmcy,  couples 


should  be  prepared  to  invest  much  time  and  money, 
knowing  that  the  chances  of  success  are  low.  How  IVF 
works:  The  woman  is  given  a  combination  of  hormon- 
al drugs — usually  Clomid  and  Pergonal — to  stimulate 
the  ovaries  to  produce  eggs.  The  eggs  are  usually 
retrieved  through  the  vagina  and  then  fertilized  with 
sperm  from  the  woman's  partner  or  a  donor.  The  fer- 
tilized eggs  are  then  transfered  into  the  uterus,  and  if 
they  implant,  a  pregnancy  ensues. 

lobor/Defivery/RecoverY  Rooa  (108):  The  newest  trend 
in  hospital  maternity  facilities,  this  all-in-one  birthing 
room  can  accommodate  high-,  low-  and  normal-risk 
pregnancies.  Since  women  who  give  birth  in  these 
rooms  are  not  moved  from  labor  to  delivery  room 
once  the  birth  is  imminent,  LDRs  make  for  a  more  set- 
tling and  less  disruptive  birth  experience. 

labor/Detivery/Recovery/PostportHi  Rooa  (IDRP):  Like 
the  LDR  this  type  of  room  is  becoming  increasingly 
popular  in  hospitals  nationwide.  Here,  patients  not 
only  labor,  deliver  and  recover  in  one  room,  but  also 
remain  there  until  they  are  discharged. 


HOSPITAL  &  LAB  AFP  PRICES 

A^p/wfetoprotein  screening 

a  a  blood  hit  usually  pv         1 

MMldSdna 

$3t 

Trinity  MMMrid 

S41 

Mripalh 

76 

St.  Joseph's  HospBd 

$8 

Xodie 

62 

SL  Fronds  Ho^ 

8S 

SinaMdkie 

92 

NorthwKt  G6neni 

3i 

General  Mednl 

47 

IttiaalmCouQlyMwfid 

28 

MMLHeoMiSenins 

S3 

Sl.Mory'sHas)«ol 

47 

emmtKf 

WesiAisMtamid 

U 

BabHcspttol 

61 

UdteviewHMpM 

30 

SlMar^ltafM 

SI 

WouKssfiQ  UMnorki 

43 

S(.Vmat 

SO 

St.  tub's  MedNdCanlw 

57 

IIUUNSON 

fbiJujuil  UiMiwitJ 

61 

Hhrter-CeowIlM 

40 

CdimiM 

69 

St  May's  Hosplal 

34 

frwolMtHoipM 

51 

IMvwdyoflM 

43 

St.Maiy-s4haiilM 

61 
45 

■■■^^^H 

■ 

Sl.Midm|-sHespld 

54 

^^^^^^^^1 

■ 

COMMBOAIUK 

^^^^^^^^1 

m- 

toysim 

SO 

^^^^^^^^1 

■ 

Oomn 

113 

miiiiinini 

■ 

135 


lEALTH  PAGES' 


^^^^^^^1 

NMMtol 

KU 

G«Mtk 
CoMisetog 

InVHro 
FwHI- 
lothw 

LDR/LDRP 
Rooms 

Labor 
Rooms 

Mvwy 
Reons 

Rooms 

Prtll'.           ™«-!|Ho»s           1 

Rooms 

SiUhss 

OtiMr 

nMptoi 

No 

No 

No 

6(U») 

1 

0 

15 

0 

Unfanted 

2m -4m 
im-8m 

St.  Mory's  HospHol 
mtikei  CmIw  -  Grew  Boy 

No 

No 

No 

12(L0IIP) 

0 

0 

12 

0 

Uolimited 

11am- 
8pm 

St.VhcM> 
Hospital 

Y«(3) 

Y« 

No 

8(U)R) 

0 

0 

14 

7 

11M- 

8m 

IIIM- 

8m 

St.  Mary's  HospHol 
MniciilCeiitef-MixfisN 

Yes  (3) 

Yes 

No 

9|U)li| 

0 

2 

11 

11 

Unlimited 

Noon- 
8pm 

IMhr 
H«vM 

Y«(3) 

Y« 

No 

26(l0ltP) 

0 

0 

8 

10 

IMMMI 

Unfatad 

BurRngtoa 
Memoriol  Hospital 

No 

No 

No 

4(IDII) 

1 

0 

8 

0 

11am- 
8  pm 

2pm  ■3:30pm 
7pm  ■  8pm 

CohiMo 

iMiphul 

Yes  (2) 

Y(S 

Yes 

5(U») 

0 

2 

4 

B 

UnfanltMl 

2:30m -4m 
7m-8m 

Meoomome  FoHs- 
Coffloiwitty  Meoofid 

No 

No 

No 

3(IDR| 
4  (LDRP) 

0 

0 

8 

0 

Unlimited 

Unlimited 

(HmriMCMrty 
NUMCMpluHoirM 

Y«(3) 

Yes 

Yos 

4(1011) 

0 

3 

6 

9 

£30ra-4M 

iJ0M-8M 

2:30m -4m 
6:30m -8m 

OCOOOIMWOC- 

Memoriol  Hospitol 

No 

No 

No 

4(10R) 

0 

0 

6 

3 

Unlimited 

2pm- 4pm 
7pm  -  8pm 

St.Fnwis 
HoilpM 

Y«s(2) 

Y« 

No 

4  (LOW 

2 

3 

27 

0 

UiMtMl 

2:30 -3:30m 
7m-8m 

St.  Luke's  IhtSai 
Center -MJKvoukeo 

Yes (2) 

Yes 

Yes 

16  (LDRP) 

0 

1 

0 

0 

Unlimited 

Unlimited 

St.  lab's 

■iMOriil   »lllil 

Yes (2) 

No 

No 

*im 

i 

6 

11 

9 

8m 

nw- 

8m 

St.  Mory's 
Hospitol- Mlwoukoe 

Yes  (3) 

8(IDR) 

0 

2 

21 

2 

Unlimited 

2pm  -  3pm 
7-8PM 

$I.IM>M 

IbtJ) 

No 

No 

5(LD« 

1 

2 

15 

0 

lOw- 
lOra- 

2m-8m 

Siwri  Somoritoii 
MedkolCeotor 

Yes (3) 

Yes 

Yes 

12(LDR) 
24  (LDRP) 

0 

4 

4 

0 

Flexible 

11am- 
8pm 

■MMlUHoSflHl 

TteOS) 

Yos 

Y« 

26(lDin 

0 

0 

0 

0 

ihMy 

IIIM- 

S:30m 

WestAls 
MeMiM  HospHol 

Yes (2) 

Yes 

No 

8(LDR) 

0 

3 

24 

0 

9:30  »M 
9:30  pm 

11am- 
8m 

The  C-s«ctien  rates  for 
Green  Boy,  Madison 
and  Milwaukee  fall 
well  below  the 
national  overage, 
while  their  VBAC  rates 
are  well  above  it. 


iNotional  C-Sedion  Rale 
»Na)k)oal  VBAC  Rate 


Greenbay 


Modi 


Milwaukee 


Ttiis  does  not  include  the  fee  (or  *e  baby  (heahhy,  wilh  no  complications)  which  ranges  from  $500- $800. 
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MEN'S  HEALTH 


Prostate  Alert 


A  s  a  man  ages,  his  prostate,  the  duster  of  glands    n,en  (such  as  those  who  have  had 

/*  o      '  r  o  bladder  or  kidney  damage,  re- 

/_\    responsible   for   the   production   of  semen,      peated  urinary  tract  infections 

U^  JL  gradually  grows  larger.  Although  this  en- 
largement is  a  natural  part  of  the  aging  process  and 
generally  harmless,  sometimes  it  can  indicate  a  seri- 
ous problem.  That's  why  it  is  important  for  every 

man  over  40  to  learn  about  his  prostate — what's  normal, 


what's  not,  how  to  detect  a  problem  and  how  to  treat  it. 
Here's  what  you  need  to  know  now  in  order  to  prevent 
trouble  later. 

HOW  COMMON  ARE  PROSTATE  PROBLEA«S? 

Fairly  common.  Around  the  age  of  50  about  half  of 
all  men  develop  prostate  problems  resulting  from  the 
way  the  prostate  grows.  Common  complaints: 

•  A  need  to  urinate  frequendy,  especially  at  night 

•  Difficulty  starting  urination  or  holding  it  back 

•  Inability  to  urinate 

•  Weak  or  interrupted  urine  flow 

•  Pain  or  burning  during  urination 

If  you  are  experiencing  any  of  these  symptoms,  see 
your  physician  without  delay.  Chances  are  you  simply 
have  an  enlarged  prostate,  or  benign  prostatic  hypertrophy 
(BPH). 

In  BPH,  as  the  prostate  grows  larger,  it  pushes 
against  the  urethra  and  bladder,  blocking  the  normal 
flow  of  urine.  This  condition  occurs  in  10  million 
American  men.  In  fact,  more  than  half  of  men  in  the 
United  States  between  tlie  ages  of  60  and  70  and  as 
many  as  90  percent  of  men  between  the  ages  of  70  and 
90  exhibit  symptoms  of  BPH.  Although  the  condition  is 
not  life  threatening,  it  can  result  in  luinary  traa  infec- 
tion and  blood  in  the  urine,  and  should  be  taken  seri- 
ously. Treatment  may  be  required  to  relieve  symptoms. 

Sometimes,  though,  the  symptoms  listed  above  sig- 
nal a  more  serious  problem  such  as  cancer.  Only  your 
doctor  can  tell  for  sure. 

WHAT  ARE  THE  MOST  COMMON  TREATMENT 
OPTIONS  FOR  AN  ENLARGED  PROSTATE? 

In  most  instances,  symptoms  resulting  from 
prostate  enlargement  develop  slowly.  Although  some 


episodes  of  acute  urinary  reten- 
tion) require  surgery,  for  the 
majority  of  men,  the  discomfort, 
risk  and  recovery  period  associated 
with  surgery  must  be  weighed 
against  its  probable  benefits. 

There  is  usually  no  need  to  rush 
into  surgery  simply  because  your  symptoms  are  annoy- 
ing. Indeed,  one  alternative  to  surgery  is  "watchful 
waiting:"  Living  with  the  symptoms  to  see  if  they  stabi- 
lize over  time  and  become  less  bothersome  on  their 
own.  If  this  is  not  the  case  and  symptoms  worsen, 
surgery  is  still  an  option.  It  is  important  to  remember, 
though,  that  the  risks  of  surgery  increase  as  a  patient 
ages  and  possibly  develops  other  medical  problems. 

Surgery:  The  most  common  surgical  treatment  for 
BPH  is  transurethral  resection  of  the  prostate,  or  TURP,  in 
which  the  doctor  trims  away  excess  prostate  tissue 
using  a  tiny  instrument  inserted  through  the  penis.  A 
post-surgery  hospital  stay  of  two  to  three  days  is  com- 
monly required. 

The  success  rate  of  TURP  is  high — about  85  per- 
cent— ^with  only  15  percent  of  men  needing  a  repeat 


HOW  PROSTATE  ENLARGEMENT 
INHIBITS  URINATION 


Normal  Prostate 


Uralhra 

(to  penis) 


Enlarged  Prostate 


Urathra 
(to  ponis] 
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INTHtAOnVI  VIOfOS  GET  FATBITS  MOM 
INVOLVED  IN  TREATMENT  DECISKNtf 


In  1 992,  The  Foundotioo  for  Informed  Medical 
Oeciiion  Making,  a  nonprofit  medical  education 
ond  research  foundation  based  in  Honover,  New 
Hampshire  introduced  an  Interactive  video  program 
designed  to  help  patients  choose  a  treatment  for 
benign  prostate  disease.  Combining  stoteoftheoit 
technology  with  scientific  data,  the  interactive  video 
offers  viewers  detailed  descriptions  of  the  risks  and 
benefits  of  treatment  op4ions  ranging  from  monitor- 
ing symptoms  to  surgery. 

'It  brings  patients  into  the  equation  and  makes 
them  equal  partners  with  Ifteir  doctors  in  the  deci- 
sion making  process,'  soys  John  E.  Wennberg, 
M.O.,  o  professor  of  community  and  family  medi- 
cine at  Dartmouth  Medical  Center  and  the  creator 
of  the  project.  'We're  beginning  to  democratize 
the  doctor-patient  relationship.' 

Patients  sit  in  a  designated  room  where  tfiey 
view  the  video  cdorM  or  with  lh«r  spouses.  The  pro- 
gram begins  with  a  basic  overview  of  benign 
prostate  disease,  vtihich  includes  frank  commenb 
from  patients  who  hove  token  various  courses  of 
action.  For  instance,  a  man  who  underwent  surgery 
to  relieve  painful  urinary  blockages  tells  viewers 
how  happy  he  is  with  the  retulls.  On  the  flipside,  o 
patient  who  rejected  surgery  in  fovor  of  'wotchM 
waiting'  talb  about  how  satisfied  he  is  with  his 
decision    even  tfiough  it  means  he  has  to  get  on 
aisle  seat  whenever  he  goes  to  the  movie  theater! 

After  the  overview,  patients  use  a  toucfuoeen  to 
tailor  information  to  ifteir  individual  needs  and  inter- 
ests, and  fiH  out  questtonnoires  that  ore  ifien  put 
into  the  computer  in  order  to  gel  a  persondized 
model  of  their  risk  factors  and  treatment  options. 

Simibr  interactive  programs  now  aodst  for 
patients  suffering  from  low  back  pain,  high  blood 
pressure  and  eaiiy  stage  breast  cancer. 


TL'RP  witiiin  8  years.  An  estimated  400,000  TURPs 
are  performed  each  year,  making  TURP  the  second 
most  common  procedure  paid  for  by  Medicare, 
topped  oiJy  by  cataract  lens  replacement. 

But  the  surgery  is  not  without  side  effects.  After 
undergoing  TURP  many  men  experience  retTograde 
ejaaiUuion,  in  which  semen  travels  back  into  the  bladder 
rather  than  out  through  the  penis.  This  is  not  medical- 
ly harmful,  but  it  does  render  the  man  infertifle  and 
the  sensation  may  take  some  getting  used  to.  About  4 
lo  8  percent  of  patients  become  permanendy  impotent. 

Drug  Therapy:  Men  with  moderate  symptoms  may  be 
prescribed  the  new  drug  Proscar,  approved  by  the 
Federal  Drug  Administration  (FDA)  in  June  1992. 
This  drug  actually  shrinks  the  prostate  by  blocking 
production  of  the  male  hormone  that  stimulates 
prostate  growth.  According  to  researchers,  about  70 
percent  of  men  who  took  the  drug  experienced  symp- 
tomatic relief  Some  of  Proscar's  drawbacks:  It  takes 
effect  slowly  (it  must  be  taken  for  one  to  three  months 
before  improvement  occurs),  it  is  expensive,  it 
obscures  prostate  cancer  test  resulu,  and  symptoms 
generally  recur  once  a  man  stops  taking  the  drug. 

DOES  AN  ENLARGED  PROSTATE  INCREASE 
A  MAN'S  RISK  OF  PROSTATE  CANCER? 

Although  researchers  are  still  trying  to  determine 
whether  BPH  increases  the  risk  of  prostate  cancer,  so 
far  there  is  no  evidence  of  increased  risk. 

HOW  COMMON  IS  PROSTATE  CANCER? 

Prostate  cancer  has  become  the  most  common  can- 
cer in  American  men,  second  only  to  lung  cancer  as  a 
cause  of  cancer  deaths.  Each  year  more  than  1 30,(X)0 
men  are  diagnosed  with  cancer  of  the  prostate;  34,000 
will  die  of  it  (see  cancer  chart  on  p.  3 1 ). 

Autopsy  studies  of  men  in  their  fifties  showed  tliat 
one  third  had  microscopic  prosute  cancers.  By  the 
time  men  reach  their  eighties,  75  percent  have  some 
cancerous  prostate  cells.  Still,  most  cases  of  prostate 
cancer  are  "silent,"  and  grow  very  slowly.  Conse- 
quently, it  is  said  tliat  more  men  die  with  prostate  can- 
cer than  from  it. 

WHO  GETS  PROSTATE  CANCER  AND  WHY? 

The  causes  of  prostate  cancer  are  not  known.  But 
smdies  show  tJiat  prostate  cancer  occurs  mainly  in  men 
over  55;  the  average  age  of  patients  at  the  time  of 
diagnosis  is  70. 

The  disease  is  more  common  in  black  men  than  in 
their  white  counterparts.  In  fact,  black  men  in  the 
United  States  tiave  the  highest  rate  of  prosute  cancer 
in  the  world. 

Although  doctors  cannot  explain  why  one  person 
gets  prostate  cancer  and  another  does  not,  one  area 
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that  scientists  are  currently  studying  is  diet.  Some  e\'i- 
dence  suggests  that  a  diet  high  in  fat  (including  regu- 
lar consumption  of  whole  milk  and  whole  milk  prod- 
ucts like  ice  cream  and  certain  cheeses)  increases  the 
risk  of  prosute  cancer.  In  fact,  in  1991,  the  FDA  pro- 
posed that  labels  on  certain  low-fat  foods  be  allowed  to 
state  that  diets  high  in  fat  are  associated  with  an 
increased  risk  of  breast,  colon  and  prostate  cancer. 


E 


ARLY  DETEQION  IS  THE  BEST  DEFENSE 
AGAINST  PROSTATE  CANCER 

Since  the  causes  of  prostate  cancer  are  not  known, 
it  is  not  yel  possible  to  know  how  it  can  be  prevented. 
Consequently,  medical  attention  has  focused  on  early 
detection.  The  earlier  the  cancer  is  found,  the 
greater  the  chances  of  treatment  success.  Here  Is  an 
explanation  of  the  various  detection  methods  cur- 
rendy  available. 

Digital  Ttctal  examination.  Both  the  American  Cancer 
Society  and  the  National  Cancer  Institute  recommend 
that  all  men  age  40  and  older  have  an  annual  digital 
rectal  examination.  In  this  exam,  the  physician  inserts 
a  gloved,  lubricated  finger  Into  the  rectum  and  feels 
the  prostate  gland  for  hard 
lumpy  areas  (the  proce- 
dure usually  takes  less  than 
one  minute).  The  problem 
with  this  method  of  detec- 
tion is  that  tumors  may 
lurk  in  aieas  a  doctor  can't 
reach.  Additionally,  many 
tumors  in  the  early  stage  of 
the  disease  are  missed 
because  they  are  too  small 
to  be  felt  by  hand.  By  the 
time  a  tumor  can  be  felt, 
the  cancer  may  already 
have  spread  to  other  parts 
of  the  body,  making  suc- 
cessfiil  treatment  much  less 
likely. 

PSA.  There  is  now  a  sim- 
ple blood  test  that  mea- 
sures levels  of  PSA, 
prostate-specific  antigen. 
In  the  blood.  High  levels  of 
this  antigen  can  Indicate 
BPH  or  cancer  of  the 
prostate.  Although  studies 
have  shown  the  PSA  test  to 
be  the  single  most  accurate 
detection  method.  It  still 
misses  up  to  one  third  of 
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prostate  cancer  cases  (resulting  in  false  negatives)  and 
signals  cancer  in  up  to  40  percent  of  patients  who  are 
cancer  free  (resulting  In  false  positives). 

Ultrasound  rectal  pnbe.  This  test  uses  sound  waves 
sent  out  by  a  probe  that  is  inserted  Into  the  rectum  to 
form  a  computerized  picture  of  the  prostate  called  a 
sonogram.  Ultrasound  can  detect  cancers  that  may 
have  been  missed  In  the  other  two  exams,  but  it  Is  not 
regularly  recommended  for  screening  purposes 
because  of  Its  expense  and  high  rate  of  false  positives. 

Your  best  bet  for  early  detection?  Having  both  the  P.SA 
test  and  the  rectal  ex4m.  One  study  found  that  the  two 
tests  combined  found  30  to  55  percent  more  prostate 
cancers  than  either  test  alone,  .although  a  doctor  can- 
not diagnose  prostate  cancer  using  just  these  tests,  he 
or  she  will  take  their  results  into  account  when  decid- 
ing whether  to  run  further  tests. 

HOW  IS  PROSTATE  CANCER  DIAGNOSED? 

If  your  doctor  suspects  prostate  cancer,  he  or  she  will 
probably  refer  you  to  a  luologlst,  a  doctor  who  special- 
izes in  diseases  of  the  urinary  tract  and  male  reproduc- 
tive system,  for  a  biopsy.  Performing  a  biopsy  is  the  only 
way  to  make  a  definite  diagnosis.  How  it  works:  the  doc- 
tor removes  a  small  amount  of  prostate  tissue,  usually 
with  a  needle,  and  sends  It 
to  a  lab,  where  It  Is  exam- 
ined under  a  microscope 
for  cancerous  cells.  Often,  a 
biopsy  can  be  performed  in 
a  urologist's  office,  eliminat- 
ing the  need  for  a  hospital 
visit. 

If  prostate  cancer  Is  con- 
firmed, the  next  step  is  to 
determine  the  stage  of  the 
disease — whether  the  can- 
cer has  spread  beyond  the 
prostate.  This  is  accom- 
plished by  performing  ad- 
ditional Imaging  tests, 
which  can  Include  a  bone 
scan,  cat  scan  or  magnetic 
resonance  Imaging  (MRI). 

Doctors  generally  rec- 
ommend therapy  based  on 
the  stage  of  the  disease. 
They  also  take  Into  account 
the  patient's  age  and  med- 
ical history,  the  probable 
risks  and  benefits  of  treat- 
ment, the  patient's  ability 
to  comply  with  treatment 
and  the  preferences  of  the 
patient. 
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WHAT  ARE  THE  COMMON  TREATMENT 
OPTIONS  FOR  PROSTATE  CANCER  THAT  HAS 
NOT  SPREAD  BEYOND  THE  PROSTATE? 

Early  prostate  cancer  that  is  confined  to  the  gland 
itself  is  more  than  90  percent  curable  with  surgical 
removal  of  the  diseased  prostate— ro^iica/  prostatectomy. 
The  surgery  used  to  render  most  men  impotent  and 
many  men  incontinent,  but  improvements  in  surgical 
techniques  over  the  last  few  years  have  reduced  the 
irapotency  rate  to  40  percent.  Significant  incontinence 
now  only  occurs  in  about  5  percent  of  cases. 


TALKING  TO  YOUR  DOCTOR 


Palienh  generally  want  to  learn  all  ihey  con 
about  their  condition  and  treatment  choices  so  ihey 
can  take  a  more  odivB  port  in  decision!  about  iheir 
medical  care.  Since  Irealment  for  prostate  cancer 
sometimes  oFfeds  sexual  odivity  ond  bocfily  (unc- 
tions, such  OS  urinotion,  it  is  especially  important  to 
weigh  the  risks  and  benefits  of  diSerent  treatments. 

Although  written  matenol  is  a  good  starts  it  can- 
not take  the  place  of  discussion  wilh  your  doctor. 
Your  pfiysicion  is  best  qualified  to  answer  questions 
about  the  extent  of  Hie  cortcer,  how  it  con  be  hwot- 
ed,  how  successful  Ihe  treolment  is  expected  to  be 
and  how  much  it  is  likely  to  cost.  H  is  helpful  to 
make  a  list  of  questions  before  you  see  your  doctor. 

Here  are  some  questions  you  may  want  to  ask: 

•  What  ore  my  Irecrtment  choices? 

•  What  are  the  expected  benefits  of  each  treat- 
ment? 

•  What  ore  lite  risks  and  possible  side  eifocts  of 
each  Irealment? 

•  How  will  the  treatment  affect  my  sex  life? 

•  If  I  hove  pain,  how  will  llie  IraatmenI  help  me? 

•  Will  I  need  to  change  my  normol  activities?  For 
fiowlong? 

•  How  often  will  I  need  to  hove  foMow-up  exams? 

Taking  notes  con  make  it  easier  to  remember 
who!  the  doctor  says.  Some  patients  find  it  also  helps 
to  hove  a  fomily  inember  or  friend  akxig  to  kAe  port 
in  the  discussion,  to  take  notes  or  just  to  listen. 

There's  o  fot  to  leom  about  prostate  cancer  and 
its  healmenl.  Don't  fed  like  you  need  to  understond 
everything  the  first  time  you  fwor  it.  You  wiH  have 
many  opportunities  to  ask  your  doctor  to  explain 
.things  that  ore  not  dear.  Use  them. 


Radiation  therapy  is  another  treatment  option.  It  is 
not  as  effective  as  surgery  but  it  is  recommended  for 
older  patients  who  may  be  poor  surgical  risks  because 
of  their  age  and/or  the  coexistence  of  other  complicat- 
ing illnesses. 

WHAT  ARE  THE  TREATMENT  OPTIONS  WHEN 
CANCER  HAS  SPREAD  BEYOND  THE  PROSTATE? 

Neither  surgery  nor  radiation  are  effective  once  the 
cancer  has  spread  to  the  lymph  nodes  and/or  bones. 
Hormone  therapy  that  counters  the  stimulation  of 
testosterone  or  surgical  castration  is  commonly  recom- 
mended to  curb  the  cancer's  growth  and  prolong  life, 
but  there  is  no  known  cure. 

SHOULD  I  GET  A  SECOND  OPINION? 

Decisions  about  prostate  cancer  treatment  are  com- 
plex, and  sometimes  it's  helpfiil  to  have  the  advice  of 
more  than  one  doctor.  In  fact,  if  your  doctor  recom- 
mends surgery,  many  insurance  companies  require 
that  you  obtain  a  second  opinion  before  they  will  pay 
for  the  full  costs  incurred.  If  the  second  opinion  con- 
tradicts the  first,  you  may  need  a  third  opinion.  A 
short  delay  in  starting  treatment  will  not  reduce  the 

chances  of  treatment  success. 

Our  thanks  to  David  W.  McDermoU,  M.D.,  FA.C.S.,  Anne 
Arundel  Medical  Center,  Annapolis,  MD  for  reviemng  this 
article. 


ESTIMATED  CANCER  INCIDENCE 
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WOMEN'S  HEALTH 


Breast  Cancer: 

What^bu  Need  to  Know 


Breast  cancer  is  the  most  common  type  of  ^'  ^^'^'>' '"'  po^ibie.  with  prompt 

'  i^  treatment,  the  outlook  for  cure  is 

cancer  among  American  women.  Experts  good  According  to  the  National 

,                                       ...  Cancer  Institute  (NCI),  the  five- 

estimate    that   a   woman    in    this   country  year  survival  rate  for  women 

stands  a  one  in  nine  (11  percent)  chance  of  dev-  «hose  tumors  haven't  spread 

'  beyond  the  breast  is  90  percent. 

eloping  breast  cancer  at  some  point  in  her  life,  when  the  cancer  has  spread  to 

nearby  lymph  nodes  under  the 


assuming  she  lives  to  age  85. 

In  fact,  each  year  in  the  United  States,  more  than 
175,000  women  are  diagnosed  with  breast  cancer — 
that's  equivalent  to  a  woman  learning  she  has  breast 
cancer  every  three  minutes.  An  estimated  46,000 
women  will  die  of  the  disease  in  1992  alone,  according 
to  the  American  Cancer  Society  (ACS). 

WHO'S  AT  RISK? 

Medical  science  has  yet  to  fully  understand  what 
factors  predispose  a  woman  to  breast  cancer.  But  as  a 
woman  ages,  her  risk  increases.  Other  possible  risk 
factors  include: 

•  Having  a  mother  or  sister  who  has  had  breast 
cancer,  especially  if  the  cancer  occurred  before 
menopause 

•  Early  menstruation  (before  age  12) 

•  Late  menopause  (55  or  older) 

•  Never  being  pregnant  or  a  first 
pregnancy  after  age  30 

It  is  important  to  note  that  all  of 
these  factors  combined  account  for  only 
25  percent  of  all  breast  cancers — a  full 
75  percent  of  women  who  develop 
breast  cancer  have  none  of  these  risk 
factors. 

WHAT  IS  THE  BEST  DEFENSE 
AGAINST  BREAST  CANCER? 

EARLY  DETECnON!!  To  ensure 
the  widest  range  of  treatment  options, 
it  is  important  to  detect  breast  cancer 


the  rate  decreases  to  71  per- 
cent, dropping  drastically  to  18  percent  once  the  can- 
cer has  spread  to  the  liver,  lungs  or  brain. 


B 


REAST  CANCER  DETEQION  PLAN: 
AMERICAN  CANCER  SOCIETY  GUIDELINES 


Breast  Cancer 

Risk  by  Age 

Age 

Ibk 

by  age  30 

lln  2,525 

by  age  40 

1  in  2)7 

by  age  50 

lln  50 

by  age  60 

1in24 

by  oge  70 

]inl4 

by  age  80 

lln  10 

by  age  85 

Iln9 

[1)  MAMMOGRAPHY 

Beginning  at  age  40,  a  woman  should  have  a  mam- 
mogram every  I  to  2  years,  annually  after  age  50. 

What  is  a  mammogram?  A  mammogram  is  an  x-ray 
of  the  breast.  It  can  reveal  tumors  too  small  to  be  felt 
by  hand  and  can  show  other  changes  in  the  breast  that 
may  suggest  cancer.  When  high-quality  equipment  is 
used  and  the  x-rays  are  read  by  well-trained  radiolo- 
gists, 85  to  90  percent  of  cancers  are  detectable.  Of  the 
10  to  15  percent  of  cases  that  don't 
show  up  on  mammograms,  most  occur 
in  younger  women  with  dense,  fibrous 
breast  tissue  in  which  lesions  are  diffi- 
cult to  spot. 

How  a  mammogram  works:  The  breast 
is  placed  between  two  plates  and  some 
pressure  is  applied  to  ensure  a  clear  pic- 
ture. Women  may  experience  varying 
degrees  of  discomfort  during  breast 
compression.  Usually,  two  x-rays  are 
taken  of  each  breast,  one  from  the  top 
and  one  from  the  side.  Although  some 
women  are  concerned  atraut  the  risk  of 
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cancer  posed  bv  radialion  exposure  during  nianimogra- 
phv.  the  actual  risk  is  ven  small. 

(21  PHYSICAL  BREAST  EXAM 

.\ll  women  should  have  breast  examinations  as  part 
of  their  routine  checkups.  Women  40  and  older  should 
have  them  annually. 

Periodic  breast  examination  by  a  health  profession- 
al is  an  important  step  in  early  detection.  During  the 
exam,  the  doctor  feels  the  breast  and  underarm  with 
his  or  her  fingers,  checking  for  lumps.  This  is  called 
palpation. 

(SI  BREAST  SELF-EXAMINATION  (BSE) 

Beginning  at  age  25.  women  should  do  monthly 
breast  self-examinations. 

Women's  breasts  come  in  many  sires  and  shapes. 
Age.  the  monthly  menstrual  cycle,  pregnancy, 
menopause  and  taking  birth  control  pills  or  other  hor- 
mones can  all  result  in  breast  changes.  It  is  important 
to  learn  what  is  normal  for  you.  This  can  be  accom- 
plished with  regular  BSE.  The  exam  is  easy  to  do.  and 
as  the  name  states,  you  do  it  yourself — making  it  a 
good  way  to  take  charge  of  your  health. 

BSE  should  be  done  once  a  month  after  menses. 
(See  page  39  for  step-by-step  instructions  on  how  to  do 
BSE.)  Being  familiar  with  the  usual  appearance  and 
feel  of  your  breasts  on  a  monthly  basis  will  make  it  easi- 
er to  notice  any  changes  from  month  to  month.  If  you 
discover  anything  unusual,  such  as  a  lump,  discharge 
from  the  nipples,  or  dimpling  or  puckering  of  the  skin, 
see  your  doctor  at  once.  Although  many  women  have 
irregular  or  "lumpy"  breasts,  and  many  doctors  believe 
that  nearly  all  women  will  have  some  benign  breast 
changes  (changes  in  a  woman's  breasts  that  are  not  can- 
cerous) after  age  30.  any  change  is  best  diagnosed  by 
your  doctor. 

HOW  IS  BREAST  CANCER  DIAGNOSED? 

A  biopsy  is  the  only  surefire  way  to  know  whether  a 
breast  lump  or  suspicious  area  seen  on  a  mammogram 
is.  in  fact,  cancer.  In  a  biopsy,  the  doctor  surgically 
removes  all  or  part  of  the  lump  and  sends  it  to  a  labo- 
ratory for  analysis. 

The  good  news:  Four  out  of  five  breast  lumps  are 
not  cancerous.  Often  the  lump  is  a  fluid-filled  cyst, 
which  can  most  likely  be  drained  by  fine  needle  aspira- 
tion. If  the  lump  is  a  benign  tumor,  it  often  can  be  sur- 
gically removed  with  no  further  problems.  Some 
lumps  may  just  need  to  be  monitored  regularly  for 
changes. 

If  the  biopsy  shows  that  the  lump  is  cancer,  other 
laboratory  tests  may  be  performed  to  determine 
whether  the  cancer  has  spread  from  the  breast  to  other 
parts  of  the  body. 


A  CONSUMER'S  GUIDE 
TO  MAMMOGRAPHY 

Two  imporloni  issues  fo  consider  when  choosing  a  monr 
mogrophy  bcility  are  quolity  and  cost. 

One  sign  of  a  facility's  quality:  American  College  of 
Radiology  (ACR)  accreditation  Focilities  occredited  by  ACR 
hove  had  their  equipment,  personnel  and  procedures  evaluat- 
ed and  approved  by  the  college.  Their  doctors  and  other  stoff 
members  are  specially  trained  to  perform  and  read  breast  x- 
rays.  And  their  equipment  and  procedures  are  designed  to 
provide  high-quality  mammograms  with  the  lowest  possible 
amount  of  radiation  exposure. 

However,  since  accreditation  is  voluntary,  it  is  possible  for 
a  facility  to  be  of  high  quality  and  not  be  accredited  by  ACR. 
If  you  are  considering  o  facility  that  is  not  ACR  accredited,  you 
should  ask  the  following  questions  to  help  you  evaluote 
whether  the  facility  is  o  good  one. 

/.  Is  the  x-ray  equipment  specifically  designed  for  mammog- 
raphy? These  are  called  dedicated  mammography  machines 
and  provide  higher  quality  breost  x-foys  than  o  machine  that 
also  takes  x-rays  of  the  bones  and  other  ports  of  the  body. 

2.  Are  your  x-ray  technologist  and  radiologist  trained  in 
mammography?  Technologists  perform  the  exam  and  must  be 
trained  to  position  the  breast  correctly  to  get  a  good  picture. 
Radiologists  are  medical  doctors  who  interpret  the  results  of 
the  mammogram;  they  should  hove  taken  special  courses  In 
mommogrophy  and  be  board  certified  (which  indicates  that 
they  have  been  properly  trained  and  have  passed  the  neces- 
sary oral  and  written  tests). 

3.  Does  the  radiologist  read  at  least  W  mammograms  a 
week?  Radiologists  who  read  fewer  thon  that  number  may  be 
less  skilled  at  identifying  the  signs  of  a  cancerous  tumor. 

4.  Is  the  mammography  machine  calibrated  (tested  for  cor- 
rect measurements  and  radiation  doses)  at  least  once  a  year? 

Feel  free  to  call  and  ask  these  questions  before  you  moke 
an  appointment.  A  qualified  facility  should  be  able  to  onswer 
your  questions  eosily.  If  the  facility's  representative  is  reluctant 
to  answer  your  questions,  look  for  another  facility. 

DOLLARS  AND  SENSE 

The  cost  of  a  mammogram  ranges  from  $49  to  $189.  In 
the  lost  several  years,  many  insurance  companies  hove  begun 
to  pay  for  routine  screening  mammograms  as  well  as  for  diag- 
nostic mammograms  to  evaluate  a  specific  lump.  Medicare 
reimburses  up  to  $55  for  one  mammogrom  every  other  yeor. 

When  comparing  mammogram  prices,  keep  in  mind  that  o 
higher  priced  mammogram  can  be  easily  justified  if  a  facility 
provides  odditional  services  such  as  a  physical  breast  exam 
and  instTTjction  in  breast  self-examination. 
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WHAT  ARE  THE  TREATMENT  OPTIONS 
FOR  BREAST  CANCER? 

Trcatmcni  for  breast  cancer  depends  on  the  type  of 
cancer  and  how  far  it  has  spread,  as  well  as  on  a 
woman's  age.  menopausal  status  and  general  health. 
The  doctor  will  develop  a  treatment  plan  to  fit  a 
woman's  individual  needs. 

Before  starting  treatment,  a  woman  might  want  a 
second  doctor  to  review  her  diagnosis  and  treatment 
plan.  A  short  delay  in  beginning  treatment  will  not 
reduce  the  chances  of  treatment  success.  There  are  a 
number  of  ways  to  find  a  dcxrtor  for  a  second  opinion: 


TALKING  TO  YOUR  DOCTOR 

Concerns  about  what  the  future  holds — 
as  well  as  worries  about  tests,  treatments, 
hospitolizotion  and  medical  bills — are  com- 
mon. Talking  witti  doctors  and  nurses  may 
help  to  calm  those  fears  and  ease  confu- 
sion. Asking  questions  about  her  condition 
and  treatment  choices  can  also  help  a 
woman  take  an  active  part  in  decisions 
about  her  medical  care.  Here  are  some 
examples  of  questions  to  ask  the  doctor: 

•  What  are  my  treatment  choices? 

•  What  are  the  benefits  of  each  treatment? 

•  What  are  the  risks  and  side  effects  of 
each  treatment? 

•  How  will  I  look  after  treatment? 

•  Will  I  need  to  change  my  normal  activ- 
ities? For  how  long? 

•  Con  I  keep  working  during  treatment? 

•  How  often  will  I  need  to  have  checkups? 

•  What's  the  cure  rate/prognosis? 

Patients  often  find  it  helpful  to  keep  a 
written  list  of  questions  to  ask  the  doctor. 
Taking  notes  during  visits  can  help  paKents 
remember  what  was  said.  Some  people 
find  it  beneficial  to  have  friends  or  family 
members  accomp>any  them  on  these  visits. 
Never  be  afraid  to  ask  the  doctor  to 
explain  something  that  is  not  clear. 


•  Call  the  local  medical  society  or  nearby  hospitals. 
Refer  to  page  40  for  a  listing  of  Itxral  oncologists  and 
breast  cancer  surgeons. 

•  Ask  friends  for  recommendations. 

Methods  of  Treatment 

The  treatment  options  for  breast  cancer  are 
surgery,  radiation  therapy,  chemotherapy  and  hor- 
mone therapy.  The  doctor  may  recommend  just  one 
method  or  a  combination,  depending  on  the  patient's 
needs.  In  some  cases,  the  patient  may  be  referred  to 
other  doctors  for  different  therapies. 

SURGERY:  This  is  the  most  common  treatment 
for  breast  cancer.  There  are  several  different  types  of 
surgery; 

•  Radical  mastectomy  removes  the  breast,  chest 
muscles,  all  of  the  lymph  nodes  under  the  arm  and 
some  additional  fat  and  skin.  This  operation  was  the 
standard  treatment  for  many  years.  It  is  still  used  on 
occasion,  but  for  most  patients,  less  extensive  surgery 
has  been  shown  to  be  just  as  effective. 

•  Modified  radical  mastectomy  removes  the 
breast,  the  lymph  nodes  under  the  arm  and  the  lin- 
ing over  the  chest  muscles  (leaving  the  muscles  in 
tact).  This  is  the  most  common  surgical  treatment 
for  breast  cancer. 

•  Lumpectomy  removes  jiist  the  breast  lump  and 
usually  the  lymph  nodes  under  the  arm.  About  two 
to  three  weeks  after  surgery,  patients  tjegin  radiation 
therapy,  which  generally  consists  of  a  five-day-a-week 
regimen  for  six  weeks.  Lumpectomy  is  a  common 
treatment  choice  for  women  who  are  diagnosed  with 
early  stage  breast  cancer.  Research  has  shown  that 
when  combined  with  radiation,  lumpectomy  is  as 
effective  as  mastectomy  in  treating  early  stage  breast 
cancer. 

ADJUVANT  THERAPY:  A  doctor  may  advise  a 
woman  with  early  stage  breast  cancer  to  supplement 
surgery  and/or  radiation  with  chemotherapy  or  hor- 
mone therapy.  Called  adjuvant  therapy,  this  additional 
regimen  can  help  prevent  cancer  from  recurring  by 
killing  cancer  cells  that  may  still  be  lingering  in  the 
bcxiy  undetected. 

Chemotherapy  uses  drugs  to  kill  cancer  cells.  These 
drugs  may  be  taken  orally  or  injected  into  a  muscle  or 
vein.  Chemotherapy  is  administered  in  cycles — a  treat- 
ment period  followed  by  a  rest  period,  then  another 
series  of  treatments,  and  so  on.  Although  it  depends 
upon  the  type  of  drugs  used,  chemotherapy  generally 
does  not  require  a  hospital  stay. 

Hormone  therapy  keeps  cancer  cells  from  getting  the 
hormones  they  need  to  grow.  Drugs  may  be  adminis- 
tered to  alter  the  way  the  hormones  work  or  surgery 
may  be  performed  to  remove  organs  (such  as  the 
ovaries)  that  manufacture  the  offending  hormones. 
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RESOURCES  FOR  BREAST  CANCER 
PATIENTS  AND  THEIR  FAMIUES 

General  infcrmotion  about  breast  cotv 
cer  is  widely  ovaikibie.  Some  helpful 
resources  ore  listed  below.  You  may  also 
wont  to  see  whot  your  local  library  has  to 
offer  and  contact  support  groups  in  your 
community. 

Health  professionals  and  patients  alike 
have  loomed  the  value  of  mutuoi  support 
among  cancer  patients.  When  someone 
who  has  a  serious  illness  feels  frightened 
or  depressed,  it  often  helps  to  talk  about 
those  feelings  with  a  person  who  has 
been  througn  o  similor  experience.   A 
patient's  family  members  and  loved  ones 
can  also  benefit  from  this  type  of  support. 

•  CANCiR  INFORMATION  SERVICE 

( l-80<M-CANCER)  is  a  National  Cancer 
Institute  nationwide  telephone  service  set 
up  to  answer  questions  from  the  public. 
Many  informative  booklets  on  all  aspects 
of  breast  cancer  ore  available  free  of 
charge. 

•  AMERICAN  CANCER  SOCIETY  (ACS) 
is  a  nonproHt  organization  that  offers  a 
variety  of  services.  The  group's  Reach  to 
Recovery  program  is  specially  designed 
for  breast  cancer  patients.  Trained  volurv 
leers,  all  of  whom  have  had  breast  can- 
cer themselves,  visit  patients  and  provide 
emotional  support  before  and  after  treat- 
ment. Contact  your  local  chapter  for 
more  information. 
Green  Bay;  1 600  Shawano  Avenue 

414-496-9250 
Madison:  1  Point  Place  608-8334555 
Milwaukee:  1 1401  Watertown  PIk  Rd. 
1-800-227-2345 

•  ENCORE,  sponsored  by  the  YWCA, 
is  a  national  breast  concer  surgery  recov- 
ery program  that  incorporates  exercise 
and  group  discussions.  Wilfi  her  doctor's 
permission,  o  woman  may  sign  up  for  tfie 
program  beginning  the  third  week  ofter 
surgery.  Contact  your  local  chapter  for 
more  infomration. 

Green  Boy:  414432-5581 
Madison:  608-257-1436 
Waukeso:  414-5471872 

•  NATIONAL  AUIANa  OF 
BREAST  CANCER  ORGANIZATIONS 
<NABCO)  provides  breast  cancer 
patients  with  information  to  help  them 
make  decisions  about  treatment.  For  infor- 
mation write  to  NA£CO  at  1 1 80  Avenue 
of  the  Americas,  New  York,  NY.  1 0036 
or  coll  212-719-0154. 

•  Y-ME  (80a22 1  -2 1 4 1 )  is  0  toll-free 
hotline  staffed  by  women  with  breast  can- 
cer. In  addition  to  providing  information, 
Y-ME  con  direct  callers  who  wont  to  vol- 
unteer time  or  money  to  a  breast  cancer 
Ofgonizolion. 


BREAST  SELF-EXAMINATION 

Breast  self-examination  should  be  done  once  a  month  so  you  become  famil- 
iar with  the  usual  appearance  and  feel  of  your  breasts.  Familiarity  makes  it  easi- 
er to  notice  any  changes  in  the  breast  from  one  month  to  another.  Early  discov- 
ery of  a  change  from  what  is  "normal"  is  the  main  idea  behind  BSE.  The  out- 
look is  much  better  if  you  detect  cancer  in  an  early  stage. 

If  you  menstruate,  the  best  time  to  do  BSE  is  2  or  3  days  after  your  penod 
ends,  when  your  breasts  are  least  likely  to  be  tender  or  swollen.  If  you  no 
longer  menstruate,  pick  a  day,  such  as  the  first  day  of  the  month,  to  remind 
yourself  it  is  time  to  do  BSE. 

Here  is  one  way  to  do  BSE: 


1  Stand  before  a 
mirror.  Inspect 
both  breasts  for 
anything  unusual 
such  as  any  dis- 
charge from  the 
nipples  or  pucker- 
ing, dimpling,  or 
scaling  of  the 
sldn. 


The  next  two  steps  are  designed  to 
emphasize  any  change  in  the  shape  or 
contour  of  your  breasts.  As  you  do 
them,  you  should  be  able  to  feel  your 
chest  muscles  tighten. 


2  Watching 
closely  in  the 
mirror,  clasp 
your  hands  behind 
your  head  and  press 
your  hands  forward. 


3  Next  press 
your  hands 
firmly  on  your 
hips  and  bow 
slightly  toward 
your  mirror  as 
you  pull  your 
shoulders  and 
elbows  forward. 

Some  women  do  the  next  part  of 
the  exam  in  the  shower 
because  fingers  glide  over 
soapy  skin,  making  it 
easy  to  concentrate  on 
the  texture  underneath 


4  Raise  your  left 
arm.  Use  three 
or  four  fingers 
of  your  right  hand 
to  explore  your 
left  breast 
firmly,  cas'e- 
fuUy  and  thor- 
oughly. 
Beginning  at 
the  outer  edge,  press  the  flat  part  of 
your  fingers  m  small  circles,  moving 
the  circles  slowly  around  the  breast. 
Gradually  work  toward  the  nipple.  Be 
sure  to  cover  the  entire  breast  Pay 
special  attention  to  the  area  between 
the  breast  and  the  underarm, 
including  the  underarm  itself.  Feel 
lor  any  unusual  lump  or  mass 
under  the  skin. 

5  Gently  squeeze 
the  nipple  and 
look  for  a  dis- 
charge. (If  you  have 
any  discharge  dur- 
ing the  month — 
whether  or  not  it  is 
during  BSE — see 
your  doctor.)  Repeat  steps  4  and  5  on 
your  right  breast 

6  Steps  4  and  5  should  be  repeated 
lying  down.  Lie  flat  on  your  back 
with  your  left  arm  over  your  head 
and  a  piUow  or  folded  towel  under 
your  left  shoulder.  This  position  flat- 
tens the  breast  and  makes  it  easier  to 
examine.  Use  the  same  cir- 
cular motion  described 
earlier  Repeat  the  exam 
on  your  right  breast 
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No 

SdiiM,DnU 

19n 

No 

33S 

1,650 

UOO 

Woukehlfan 

SU^D.^ 

197itl9(5 

No 

504 

1,725 

2,016 

Trinity  Mem 

BrecslDiseiEe,  Breost  Conor 

$«M«,farf 

19Mtl9l1 

Ye 

450 

UOO 

jLFiods 

TM^|,J«ifk 

1973 

Ye 

460 

1,380 

1,840 

St.Mor/s^odm 

Breost  Cordnomo,  Colon  Coninonn,  Tnuno 

Ita^rBiA 

No 

606 

1,5« 

1398 

MMomnoUs 

VlK«t,DMrii 

19S9 

No 

400 

1,600 

1,600 

WelAls 

Veador  S  LoparoscoiK  Surgery,  Angiiflasly 

Wfci^Diirid 

1977  t19M 

Ye 

431 

1,553 

U52 

Umlii 

leertdforosopicSorgarY 

JjjJJj^— 

197it19U 

No 

400 

1,600 

1,600 

St.  Jerk's 

Colonosoiiy,  Endosopy,  Vosodor  Surgery 

<Aso(Deanibar199 

2 
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MASTECTOMY 

LUMPECTOMY 

OPEN  BIOPSY  OF  BREAST 

(Outpatiwit) 

Hstpjtiil 

Huaber 
ofPotiMrts 

Avarog* 

of  PotlMtS 

Avarog* 

a»9* 

Niober 
of  Potioits 

Average 
Charge 

B«ffin  Memorial 

27 

$3,552 

^^^"^ 

^n^^^MO^^ 

St.Mvy's 

27 

3^14 

31        1      1^ 

St.  Vmcent 

39 

■■■1 

3,729 

1                            55         1      1,682 

MMftM 

^ 

4^011 

12 

$3[48« 

m    h^jm  -^ 

St.  Mary's 

45 

3,213 

22 

2,229 

200        I      1,260 

IWvirAyilWI 

63 

4,152 

3D 

\m 

Bwrioigtoii-Meinorial 

12 

4,845 

51         I      1,691        1 

(alMM 

33 

i880 

25 

4594 

m    1.1^;;! 

Efanbrook  Mefflorial-BrookfieM 

18 

3,104 

72        1       819         1 

MiMMrii  Mb  CMHHity 

11 

3,529 

13 

at*!* 

90;    .   I     T,«l 

Mihwowliee  County  Medkal 

55              1,807 

NortiMtstfiMini 

B     \   i;m 

0<onofliowo<  Memorial 

15 

4,924 

1 

SLFroKb 

37 

4^ 

V 

80.     i    1,145     : 

St.  Joseph's 

49 

4,141 

21 

3,594 

424        {       1,102 

SLUb's-MiMikM 

39 

4,338 

15 

3ii81 

340               9fl 

St.  Luke's  -  Rodne 

'         12               1,058        1 

St.MaiY'i-Mw"*^ 

18 

4,145 

197             1489 

St.  Mary's  -  Ozaukee 

!         12               1,070        1 

StRKdMil 

22 

4,698 

20 

m 

SiMd  Somaritan 

26 

7,684 

14 

6,487 

30 

2,954 

MHy 

1 

83 

^ 

Waukesha  Meoioriol 

59 

3,905 

14 

3,361 

382 

1,443 

Wwt/UbllUiorial 

36 

^jO 

13 

■■ 

HH 

1,3M 

'Minimum  of  ten  patients  necessary  for  indu: 
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lOR'S  HEALTH 


Medicare  and 
Medigap  Made  Easy 


r 


New  rules  are  now  in  effect  nationwide 
that  will  make  it  easier  for  older  consu- 
mers to  comparison-shop  for  insurance 
policies  to  supplement  their  Medicare  benefits. 

Medicare,  the  government's  healthcare  program  for 
older  Americans,  is  divided  into  two  parts: 

Medicare  Part  A  -  which  covers  hospital  costs  -  is 
available  free  to  anyone  65  or  older  who  qualifies  for 
Social  Security  benefits.  Eligible  individuals  should 
contact  the  Social  Security  Administration  before  their 
65th  birthday  to  ensure  coverage. 

Medicare  Part  B  -  which  covers  doctor's  fees,  labo- 
ratory tests,  x-rays  and  other  outpatient  services  - 
charges  a  premium  of  $36.60  a  month,  which  can  be 
deducted  from  an  individual's  monthly 
Social  Security  check. 

But  since  Medicare  does  not  cover  all 
health  care  costs,  many  people  choose  to 
buy  private  supplemental  insurance, 
known  as  Medigap  policies,  to  pay  for 
deductibles,  co-payments  and  other 
expenses. 

The  good  news:  As  of  July  30,  1992, 
insurers  in  virtually  all  states  are  required 
to  offer  standardized  Medigap  policies, 
making  it  easier  for  consumers  to  com- 
pare the  coverage  and  premiums  of  differ- 
ent insurance  companies  when  shopping 
for  a  policy.  (Wisconsin  has  received  an 
exemption  from  the  federal  standardiza- 
tion regulations  on  Medigap,  since  the 
state's  regulations  are  equal  to,  or  more 
stringent  than,  the  national  regulations.) 
But  you  still  need  to  ask  the  right  ques- 
tions in  order  to  make  carehil,  informed 
coverage  choices.  Here  are  some  ques- 
tions you  should  be  asking  along  with  tips 
to  make  Medigap  shopping  easier. 


WHAT  TYPES  OF  MEDIGAP 
POUCIES  ARE  AVAIIABIE 
UNDER  THE  NEW  RUUS? 

Every  new  Medigap  policy  must 
have  a  core  package  of  benefits  that 
will  pay  the  co-insurance  portion  of 
Medicare  Part  A  hospital  benefits 
for  the  first  150  days  in  the  hospital,  and  offer  100  per- 
cent coverage  of  up  to  365  additional  days  over  the 
course  of  the  insured's  life.  Without  supplemental 
insurance.  Medicare  patients  with  prolonged  hospital 
stays  are  responsible  for  $163  per  day  for  the  61st 
through  the  90th  day  in  the  hospital,  $326  a  day  for 
days  91  through  150  and  full  costs  after  that.  The  basic 
Medigap  policy  also  pays  the  20  percent  of  doctors' 
bills  not  covered  by  Medicare,  as  well  as  the  cost  of  the 
first  three  pints  of  blood  drawn  for  tests  per  year. 


MEDIGAP  COVERAGE  OPTIONS 

Hare  ore  iha  10  different  typo  of  plara,  labetad  A  to  J,  that  ore  <ivt«N_ 
able  under  the  new  ttandards.  The  bosic  package  is  indvided  in  < 


Basic 

Srbh  liffAl  HoM 

HtKixtQl  Deductible 
AKMrMKijb 

Excess  Doctor  Charges 

Al-Home  Recovecy 
flmulplwi  Drags 

Preventive  Saeening 

liK  $1i»f«-^attfatek  CmNIAIk  lb  «d  J«e«^^ 
IM  h  UoiJ  Ml  «rf  MM  CMMiv  w  l«l*l  AP  Wiwi  ft  4^ 
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More  elaborate  and  expensive  Medigap  insurance       WHO  SHOULD  BUY  MEDIGAP  INSURANCE? 

policies  include  die  basic  benefits  plus  varying  degrees            Anyone  who  needs  and  can  afford  private  insurance 
of  added  coverage.  Prices  vary  by  state,  insurance  com-        to  meet  health  care  costs  that  Medicare  doesn't  cover 
pany  and  the  age  of  the  insured.                                             and  who  is  not  covered  by  a  former  employer's  health- 
insurance  plan  should  consider  Medigap. 
WHAT  ADDED  BENEFITS  ARE  AVAILABLE                           People  with  serious  health  problems  who  are 
UNDER  THE  BROADER  MEDIGAP  POUCIES?                approaching  65  should  defmjtely  take  advantage  of  the 

Additional  benefits  include  coverage  of  a  patient's       open  enrollment  period  for  Medigap  policies.  During 
hospital  bill  (currently  $676  per  illness  episode),  the        this  period,  which  ends  six  months  after  an  individual 
$100  annual  deductible  on  doaors'  bills,  prescription        first  enrolls  in  Medicare  part  B,  either  at  age  65  or 
drugs  and  preventive  care.                                                       later  at  reurement,  insurance  companies  cannot  deny 

Neither  Medicare  nor  Medigap  covers  nursing       coverage  to  a  new  policyholder  based  on  his  or  her 
home  expenses.  Seniors  looking  for  that  kind  of  pro-        medical  history.  Howe\'er.  the  insurer  is  permitted  to 
tection  must  purchase  a  separate  long-term  care  insur-        require  a  six-month  waiting  period  before  covering 
ance  policy.                                                                                medical  costs  related  to  a  pre-existing  condition. 

BASIC  POUCY  (By  Age) 

ADDITIONAL  PREMIUM  OPTIONS      1 1 

Hbtory 

Period 

Yisn 
Sehg 

65 

70 

75 

w 

to+ 

Part  A 
Dwbd 

Horn 

Ports 
DedKl 

FereigB 
Travel 

Excess 

iUMr.tafly 
UtAsOT. 

Vk 

MOoys 

5 

$629 

S724 

$800 

$908 

$908 

S2I6* 

$47* 

$84* 

S24* 

$i4r 

Amerkon 
Repubfic 

Yes 

None 

12 

354 

434 

489 

541 

583 

152- 

80 

92 

5 

190- 

lift 

Ute" 

MDoys 

26 

439 

536 

665 

845 

845 

138* 

6)' 

75* 

w 

191' 

Blue 
Cross 

Limited 

IBODoyst 

26 

420 

564 

636 

720 

720 

180 

24 

72 

60 

240 

OwHmtal 

GMMTok 

Y« 

6Monlhi 

7 

4S8 

498 

533 

563 

588 

234* 

40* 

90 

\T 

200* 

MedkoLife 
Insurance 

Yes" 

None 

10 

527 

588 

640 

693 

693 

233* 

28- 

83- 

38* 

226- 

NwAAmt. 

■SWKt 

Y« 

WOoyst 

3 

5J2 

569 

598 

622 

647 

226* 

35 

90 

20 

254* 

Pekin 

Yes 

- 

14 

631 

730 

836 

934 

1,139 

207 

20 

207 

23 

207 

Oadof 

No 

ftMoMlB 

26 

4I7§ 

519S 

603S 

6961 

6965 

278 

18 

92 

18 

155* 

Physidans 
Mirtval  Ins.  Co. 

Umited 

None 

- 

384 

413 

4)3 

461 

461 

244* 

61' 

88 

11 

330 

+  Hos  0  pfesoiption  druj  polity  option                    "  Excluding  open  onrollment                              §  Plus  SI  1 .97  for  Diabetes  Coveroge 
'AgeiS                                                    t  Wolved  first  i  months  enrolling  Port  B 
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SHOULD  I  SWITCH  TO  ONE  OF  THE  NEW 
POLICIES  IF  I  AUtEADY  HAVE 
MEOIOAP  INSURANCE? 

II  you  are  satisfied  with  your  current  policy,  there  is 
no  need  to  switch.  Many  existing  Medigap  policies  are 
quite  good  and  may  cover  items,  such  as  the  cost  of  a 
private  hospital  room,  that  newer  policies  don't. 

If  you  decide  to  shop  for  a  new  policy,  consider 
what  type  of  coverage  you  need  and  can  aflbrd,  keep 
ing  in  mind  that  annual  premiums  will  probably  con 
tinue  to  rise.  When  comparing  the  prices  charged  l>\ 
different  companies,  look  at  the  premiimi  for  your  agt 
now  as  well  as  what  it  would  l>e  in  several  years. 

Remember,  you  need  only  one  Medigap  policy.  It  is 
illegal  for  insurance  agents  to  sell  consumers  duplicate 
policies  or  use  scare  tactics  to  frighten  consumers  into 
dropping  existing  policies  or  purchasing  policies  the\ 
don't  need  or  can't  afford. 

WHERE  CAN  I  GO  FOR  MORE  INFORiWATlON? 

There  are  a  number  of  publications  that  explain  the 
various  poUcy  options.  For  a  free,  eight-page  brochure 
describing  the  new  Medigap  laws  and  plans,  send  a 
self-addressed,  business-size  envelope  with  52  cents 
postage  to  United  Senior  Health  Cooperative,  1331  H. 
St.,  Dept  N.,  Washington,  D.C.  20005. 

To  receive  a  free  copy  of  A  Consumer's  Guide  to 
Medicare  Supplement  Insurance  write  to  Health 
Insurance  Association  of  America,  P.O.  Box  41455, 
Washington,  D.C.  20018. 

Medicare  Supplement  Insurance  Approved  Policies 
explains  the  additional  requirements  for  Wisconsin 
policies.  To  get  a  free  copy  of  this  book,  write  to  the 
State  of  Wisconsin,  Office  of  the  Commissioner  of 
Insurance,  P.O.  Box  7873,  Madison.  Wis.  53707-7873. 


THE  MEDICARE  PATIENT'S 
HOSPITALIZATION  GUIDE 

In  1983,  in  order  to  simplify  reimbursement,  the 
federal  government  divided  over  450  medical  proce- 
dures into  Diagnostic  Related  Groups  or  DRGs. 

HOW  DOES  THE  DRG  SYSTEM 
AFFECT  MY  HOSPITAL  STAY? 

Under  the  DRG  system,  hospitals  are  paid  a  fixed 
amoimt  per  patient  based  on  what  Medicare  determines 
is  the  average  cost  for  patients  with  similar  diagnoses. 
This  amoimt  does  not  change  regardless  of  how  sick  you 
are  or  how  long  you  stay  in  the  hospital.  As  a  result,  a 
hospital  can  save  money  by  cutting  down  on  the  cost  of 
serving  each  patient  or  lose  money  if  it  keeps  patients 
too  long  or  provides  them  with  care  that  is  too  intensive. 

Since  providing  high-quality  care  —  and  avoiding 


HEALTH  CARE  COSTS  UNHEAinrr 
SQUEE2X  ON  OLDER  AMERICANS 

|r?    In  1 99 1 ,  Amerioo'*  «idar(y  ipent  mora  ihcm 
**  Iwice  OS  much  money  oo  health  care  (almost  19 
times  \n  inRotion  adjusted  dollars)  os  they  did  in 
1961 .  In  that  year,  outof-pocket  costs  averaged 
$  I  ^89  per  etderfy  fartiity- By  1 99 1 ,  lho*e  cosb 
hod  reoched  $3,305  (see  table  |.  Tliat's  17  per- 
cent of  the  averoga  fbmlty's  afler-tax  Income. 
Twotve  percent  of  that  omouni  ii  paid  directly  to 
heobh  core  provtders;  the  remaining  5  peroant 
goes  to  Insuronce  cbmponies.  And  this  amount 
does  not  even  irtdtxle  the  increosed  hues  that 
etdeHy  families  must  pay  to  support  government 
heahh  programs.  These  e^«r  increasing  health  care 
costs  hove  over  time  tighiened  the  squeeze  on  the 
American  family  and  there's  no  relief  in  sight, 
making  the  need  fc>f  heahh  core  refomi  more 
urgent  itian  ever. 


Elderiy  family  out-of-pecket 

1 

(1991  AtOen)              [ 

1961 

1991 

PER  FAMILY  OUT-Of-POOtfT  EXPENOmiRES 

Total 

$1,589 

S3,305 

Oireclo(it-of-pod(ef 

1,285 

2,332 

Hospital 

228 

90 

Physidan 

316 

408 

Nursing  honw 

287 

1,194 

Other 

454 

640 

Insurance 

3(M 

973 

Private  insurance 

304 

653 

Medicare  preinluin 

NA 

320 

PERCENT  OF  AniR-TAX  INCOME 

Told 

10.6% 

17.1X 

Diredout-of-podiet 

8.6 

12.1 

Insuronce 

2.0 

5.0 

Private  insurance 

2.0 

3.3 

Medicare  prenium 

NA 

IJ 
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complications  —  is  often  the  best  way  to  get  patients 
out  of  the  hospital  quickly,  the  DRG  system  does  not 
necessarily  reduce  the  quality  of  care  patients  receive. 
Studies  have  shown  that  hospitals  are  not  releasing 
patients  "quicker  and  sicker"  since  the  DRG  system 
went  into  effect. 

HOW  MUCH  WIU  I  PAY? 

Reimbursement  is  based  on  benefit  periods.  A  bene- 
fit period  starts  when  you  first  enter  a  hospital  and 
ends  when  you  have  been  out  of  a  hospital  or  skilled 
nursing  facility  for  60  consecutive  days.  There  is  no 
limit  to  the  number  of  benefit  periods  covered  under 
Medicare . 

From  Day  1  -  Day  60  in  each  beneHt  period. 
Medicare  pays  for  all  covered  services  except  the  first 
$676  (the  insurance  deductible).  The  hospital  may 
only  charge  you  the  deductible  for  your  first  admission 
in  each  benefit  period. 

From  Day  61  -  Day  90  during  each  benefit  period, 
Medicare  pays  for  all  covered  services  except  for  $163 
a  day. 

What  happens  on  day  91?  Medicare  includes  an 
extra  60  hospital  days — reserve  days —  which  you  can 
use  if  you  are  hospitalized  for  more  than  90  days. 
Once  you  use  a  reserve  day  you  never  get  it  back. 
Unlike  your  90  hospital  days  in  each  benefit  period, 
reserve  days  are  not  renewable. 

Medicare  pays  for  all  covered  services  except  $326  a 
day  for  each  reserve  day  you  use.  You  are  responsible 
for  this  amount. 


THE  MEDICARE  PATIENT'S  GUIDE 
TO  PHYSICIAN  PARTICIPATION 

Most  doctors  will  treat  Medicare  patients.  However, 
doctors  can  choose  whether  or  not  to  accept 
Medicare's  allowable  charge  schedule.  If  a  doctor 
chooses  to  always  accept  what  Medicare  is  willing  to 
pay,  then  the  doctor  is  called  a  Medicare  participating 
physician.  In  other  words,  a  Medicare  participating 
physician  agrees  to  Accept  Medicare  Assignment.  How 


much  you  will  have  to  pay  depends  on  whether  or  not 
the  doctor  accepts  assignment. 

WHEN  THE  DOCTOR  ACCEPTS 
MEDICARE  ASSIGNMENT 

If  there  is  a  "Yes "  next  to  the  doctor's  name  under 
the  Accepts  Medicare  Assignment  column  in  our  list- 
ings, then  you  pay  20  percent  of  the  doctor's  charge 
and  no  more. 

WHEN  THE  DOCTOR  DOES  NOT  ACCEPT 
MEDICARE  ASSIGNMENT 

If  there  is  a  "No"  next  to  the  doctor's  name  under 
the  Accepts  Medicare  Assignment  column  in  our  Ust- 
ings,  you  will  be  responsible  for  paying  not  only  20 
percent  of  the  doctor's  charge,  but  also  the  amount 
that  is  above  Medicare's  highest  allowable  charge.  (See 
the  table  below  to  help  you  calculate  your  out-of  -pock- 
et expense.) 

CAN  I  ASK  MY  DOCTOR  TO  ACCEPT 
ASSIGNMENT? 

Absolutely.  If  a  doctor  does  not  accept  Medicare 
assignment,  it  means  that  he  or  she  has  not  agreed  in 
advance  to  accept  Medicare  assignment  for  all 
patients.  But  these  doctors  may  accept  assignment  for 
individual  patients  and  often  do  if  a  patient  asks. 

CAN  THE  DOCTOR  CHARGE  ME 
ANY  PRICE  HE  OR  SHE  WANTS? 

Until  1990  a  doctor  could  charge  whatever  he  or  she 
deemed  fair.  Then,  the  federal  government  enacted  a 
law  that  imposes  limits  on  what  physicians  and  other 
health  care  professionals  can  bill  for  services  provided 
to  Medicare  patients.  As  of  January  1,  1993,  health 
care  professionals  may  not  charge  more  than  15  per- 
cent above  Medicare's  maximum,  or  allowable  rate. 


HOW  ASSIGNMINr  SAVES  YOU  MONEY 


Doctor's  lae  is: 
Mkon'i  dbwolila  fae  is: 
Medkor*  pays  the  doctor 
WITH  Assigninent  yo«i  pay: 
WITHOUT  Assjgnimm  you  pay: 


$575 

$500 

$400(80XofSS00) 

$100(20%  of  $500) 

S175(20WS500PU» 

dKhr'sfw.) 


T>^Swlli»m>iilf  III  $75 
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HEALTH  CARE  OPTIONS 


House  Calls 

What  You  Should  Know 
About  Home  Health  Services 


s  the  saying  goes,  "There's  no  place  like    ^"""^  "'^  '^"'«  "^""^  ^''""s^ 

^       "   '-'  '  dressings,  administer  drugs  and 

home."  .Although  there  are  times  when    monitor  patients  for  compiica 


A 


1                    1  •        1                                           1                    11  tions  or  serious  chances  in  health. 

the  medical  resources  and  round-the-  xhey  also  teach  newiy  discharged 

clock  attention  of  a  hospital  or  rehabilitation  hospital  patients  and  their  fami- 

'  lies  how  to  perform  skilled  nurs- 

facilit)'  are  needed  to  provide  maximum  cai^e  for  ing  procedures  so  they  can  even- 

1                         ^1            •                 1           .1        r        •!•  tually  perform  these  procedures. 

a  patient,  there  are  other  times  when  the  lamiliar  Nurses  are  divided  into  two 


surroundings  of  a  person's  own  home  and  the  loving 
presence  of  family  members  can  help  to  speed  recov- 
ery or  ease  the  transition  at  the  end  of  a  person's  life. 

Many  acute  care  services  are  now  available  at  home 
for  people  discharged  from  the  hospital.  Home  health 
providers  are  helping  the  chronically  ill,  aged  and  dis- 
abled regain  and  retain  their  independence.  It  is 
important  to  note  that  home  care  is  not  just  for  the 
elderly.  It  can  be  a  major  help  for  people  of  all  ages, 
including  children  and  famihes.  In  fact,  one  out  of 
every  four  people  currently  receiving  home  care  is 
under  age  65. 

WHAT  SERVICES  ARE  AVAILABLE? 

Home  care  services  can  range  from  fairly  sophisti- 
cated high  tech  care  (similar  to  what  a  patient  would 
get  in  a  hospital)  to  help  with  the  activities  of  daily  liv- 
ing such  as  housedeaning  and  meal  preparation.  Each 
person's  home  care  program  must  be  tailored  to  match 
his  or  her  needs  with  appropriate  services.  A  variety  of 
home  care  workers  could  be  involved  in  an  individual's 
plan  for  home  care  services.  The  two  main  types  of 
home  care: 

*  Rehabilitative  home  care  is  provided  to  people  who 
are  convalescing  from  an  illness  or  are  in  a  rehabilitation 
program.  Many  of  these  patients  have  been  recently  dis- 
charged from  a  hospital.  The  rehabilitative  health  care 
team  may  include  a  physician,  nurse,  nutritionist,  home- 
maker,  home  health  aide  and  various  therapists. 

SktlUd  Nursing  is  the  most  common  rehabilitative 


groups:  registered  nurses,  or  RNs;  and  licensed  practical 
nurses,  or  LPNs.  RNs,  who  hold  a  four-year  college 
nursing  degree  or  BSN  (Bachelor  of  Science  in 
Nursing),  are  trained  to  make  independent  judgments 
about  a  patient's  condition  and  care,  and  can  perform 
basic  patient  examinations.  LPNs  undergo  much 
shorter  training  that  focuses  on  mastering  routine 
nursing  tasks. 

Therapists  make  up  another  part  of  the  spectrum  of 
home  health  care  providers.  Their  role:  To  restore, 
maintain  or  enhance  the  abilities  of  those  under  their 
care.  There  are  several  different  types  of  therapy. 
Physical  therapy  focuses  on  enhancing  physical  move- 
ment. Speech  therapy  works  on  communication  prob- 
lems. Occupational  therapy  helps  people  overcome 
problems  of  daily  living  at  home  or  at  work. 

•  Basic  home  care  refers  to  the  kinds  of  services 
provided  to  patients  who  otherwise  might  be  unable 
to  remain  at  home  because  of  a  disabling  health  con- 
dition. Continued  health  supervision  with  an  empha- 
sis on  health  promotion  enables  these  patients  to 
maintain  both  a  stable  state  of  health  and  relative 
independence. 

Homemaher  and  home  health  aide  services  are  the  least 
expensive  home  care  service.  Many  of  the  recipients  of 
such  care  have  a  chronic  illness  or  disability. 

Homemakers,  or  companions,  are  responsible  for  a 
wide  variety  of  tasks  that  keep  the  home  clean  and 
safe,  and  generally  contribute  to  a  person's  well-being. 
These  include  basic  housekeeping  (tidying  rooms,  vac- 
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uuming.  making  and  changing  the  bed,  preparing  and 
serving  meals,  shopping  for  food)  and  personal  care 
(helping  patients  to  wash  and  dress). 

Home  health  aides  perform  three  general  services: 
(1)  personal  care  (2)  basic  nursing  (3)  incidental  home- 
making.  An  aide  cannot  provide  skilled  nursing  care. 
For  example,  although  an  aide  can  take  and  record 
your  temperature,  pulse  and  respiration  rate,  and 
make  sure  you  follow  simple  medical  recommenda- 
tions such  as  gettting  more  exercise,  he  or  she  general- 
ly can  not  administer  drug  injections. 

IS  HOME  CARE  FOR  YOU? 

The  first  step  in  determining  whether  home  care  is 
appropriate  for  you  is  to  discuss  the  issue  with  your 
physician.  Make  sure  your  doctor  knows  you  are  will- 
ing to  work  with  him  or  her  to  reach  a  decision  on 
home  care.  You  can  also  evaluate  options  with  a  hospi- 
tal discharge  planner,  whose  job  it  is  to  discuss  local 
home  care  services  with  you. 

If  home  care  is  deemed  appropriate,  your  home 
care  agency  will  conduct  an  assessment.  This  is  a 
detailed  evaluation  of  your  situation  that  confirms  the 
need  for  services  ordered  and  identifies  any  other  ben- 
eficial services.  The  assessment  is  usually  made  by  an 
RN  either  in  the  hospital  or  at  home.  The  agency  then 
tailors  a  home  care  plan  to  your  needs  and  reviews  it 


with  you.  Before  finalizing  the  plan,  the  agency  advises 
your  doctor  of  its  assessment  and  presents  the  plan  for 
your  doctor's  approval.  The  plan  outlines  key  details, 
including  treatment  goals,  the  specific  services  and 
level  of  care  that  will  be  provided,  and  any  medical 
equipment  and  supplies  that  may  be  needed. 

HOW  DO  I  PAY  FOR  HOME  CARE? 

Some  agencies  are  certified  by  Medicare  to  provide 
services  to  Medicare  patients.  To  find  out  whether  you 
or  someone  you  love  qualifies  for  home  health  services 
under  Medicare,  talk  to  the  hospital  discharge  planner 
or  your  doctor,  or  call  the  agency  directly.  For  those 
patients  who  are  not  covered  by  Medicare,  most  home 
health  agencies  accept  reimbursement  from  private 
insurance  companies  or  fi-om  the  patient  direcdy. 

To  be  eligible  for  Medicare  paid  visits,  a  patient 
must  first  qualify  for  skilled  care,  such  as  that  provided 
by  a  RN.  Medicare  does  not  cover  home  health  care 
services  limited  to  assistance  with  bathing,  dressing 
and/or  feeding.  If  a  Medicare  patient  qualifies  for  ser- 
vice under  the  Medicare  guidelines.  Medicare  is  billed 
directly;  a  bill  is  usually  not  sent  to  the  patient.  In 
some  instances,  though — for  example,  when  the 
patient  is  not  homebound — Medicare  will  pay  80  per- 
cent of  the  cost,  leaving  the  patient  responsible  for  the 
remaining  20  percent. 


COMPANION:  YeS                    LATINS:  YeS 
TRANSPORTATION;  YcS 

^^^^^^^^H 

^^^^^^^^^^^^^H 

PRIVATE  DUTY  SERVICES 

^^^^^^^^^^^^H 

HOSPITAL  $30-40/hour 

^^HJ^HI 

PAYMENT:  Medicare/Medicaid 
■  Comahis  CARES  Home  HeoMi. 

■  AH  Saints  Comnanity  HomMore  and 

HOSPICE  CARE:  Yes 

Wauwatosa 

Hospice,  Racine 

PAYMENT:  Medicare/Medicaid 

CONTACT:  Sharon  Pfeifer 

CONTACT:  Debra  Ostroski 
OWNERSHIP:  St.  Luke's  affiliate 

■  ANEW  Heolth  Core  Services, 

OWNERSHIP:  St.  Camillus  Campus 

YEARS  IN  BUSINESS:  7 

YEAKS  IN  BUSINESS:  7 

Wauwatosa 

NURSING  SERVICES 

NUKSING  SERVICES 

CONTACT;  Sally  Sprenger 

RN  $70/visit 

RN:  $75/visit                  LPN:  $75/visit 

OWNERSHIP;  Local  private 

HOME  HEALTH  AIDES:  YeS 

HOME  HEALTH  AIDES:  YeS 

VEAKS  IN  BUSINESS:   10 

THERAPISTS 

THERAPISTS 

NURSING  SERVICES 

PHYSICAL;  $75/visit  SPEECH:  $75/visit 

PHYSICAL;  $75Arisit  SPEECH:  $75/visit 

RN:  $80/visit                                      LPN;  YcS 

OCCUPATIONAL:  $75/visit 

OCCUPATIONAL  $75/visit 

HOME  HEALTH  AIDES;  YeS 

OTHER  HOME  SERVICES 

OTHER  HOME  SERVICES 

THERAPISTS 

coMP.\NiON  SlO/hour 

COMPANION:  YcS 

PHYSICAL;  $90/visit  SPEECH:  $90/visit 

TRANSPORTATION:  YcS 

PRIVATE  DUTY  SERVICES 

cxxuPATioNAL  jgOA'isit 

PRIVATE  DUTY  SERVICES 

HosprrAL  Yes 

OTHER  HOME  SERVICES 

HosprTAL  Yes 
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NURSING  HOME  YeS 

PAYMENT:  Medicare/Medicaid 

■  Horizon  HoM  Core  ond  HooMi 
Staffing.  Milwaukee 

CONIAITI    Man,  Ann  W'olkomir 
OWNERSHIP  Columbia  Hospital 
affiliate 

YEARS  IN  BUSINESS:  2 

NUKSING  SERVICES 

RN:  J43/hour  LPN:  $26/hour 

HOME  HEALTH  AIDES  $17-24/hour 

THERAPISTS 

PHYSICAL$85/hour   SPEECH:$85/hour 

OCCUPATIONAL:  $85/hour 

OTHER  HOME  SERVICES 

COMPANION  $1 1-13/hour 
LTVE-iNS  $  1 68/day 

PRIVATE  DUTY  SERVICES 

HOSPITAL:  $  1 6-26/hour 
NURSING  HOME  $16-26/hour 

HOSPICE  CARE:  YeS 

PAYMENT:  Medicare/Medicaid 

■  Interim  HeoMKore.  Madison 

CONTACT:  David  Utter 
OWNERSHIP  Local  private 

YEARS  IN  BUSINESS;  15 

NURSING  SERVICES 

RN  J32-35/hour    lpn  j25-26/hour 

HOME  HEALTH  AIDES:  $14-16/hoUr 

OTHER  HOME  SERVICES 

COMPANION  $13-15/hour 

PRIVATE  DUTY  SERVICES 

HOSPITAL:  $13-15/hour 
NURSING  HOME:  $13-1 5/hour 

PAYMENT:  Medicare/Medicaid 

■  Joffmon  Home  Hoohk  Core 

Madison 

CONTACT:  Bill  Hamilton 
OWNERSHIP:  Local  private 

YEARS  IN  BUSINESS:  8 

NURSING  SERVICES 

RN:  $29/hour  LPN:  $24/hour 

HOME  HEALTH  AIDES:  $19/hOUr 


THERAPISTS 

PHYSICAL:  YcS  SPEECH    YcS 

OCCUPATIONAL:  YeS 

OTHER  HOME  SERVICES 

COMPANION    Yes  UVEINS  YeS 

HOSPICE  CARE:  YeS 
PAYMENT:  Medicare/Medicaid 

■  Mktwest  Medkal  HomMore. 

Brookfield 

CONTACT:  MicHacl  Conway 
OWNERSHIP:  Local  private 

YEARS  IN  BUSINESS:   19 

NURSING  SERVICES 

RN:  $40/hour  LPN  $30/hour 

HOME  HEALTH  AIDES    $16-19/hoUr 

THERAPISTS 

PHYSICAL:  $80/visit  SPEECH;  $80/visit 
OCCUPATIONAL;  $80/visit 

OTHER  HOME  SERVICES 

COMPANION  $1 1/hour 

PRIVATE  DUTY  SERVICES 
HOSPrrAL:  $16-40/hour 

NURSING  HOME:  $16-40/hour 

PAYMENT:  Medicare/Medicaid 

■  St.  Francis  Home  Heohh. 

Milwaukee 

CONTACT:  Lori  Paprocki 
OWNERSHIP:  St.  Francis  Hospital 
affiliate 

YEARS.IN  BUSINESS:  6 
NURSING  SERVICES 

RN  $85-90^isit 

HOME  HEALTH  AIDES;  $20-22/hoUr 

THERAPISTS 

PHYSICAL  $85-9a\Tsit  3«cH485-9Q'visit 
OCCUPATIONAL:  $85-90/visit 

PAYMENT:  Medicare/Medicaid 

■  St.  ViKent  HospHd  Hon*  HeaMi 
Core,  Green  Bay 

CONTACT  Joan  Lindem 
OWNERSHIP;  St.  Vincent  Hospital 

YEARS  IN  BUSINESS:  8 
NURSING  SERVICES 


RN  $88/visil  LPN:  $88/visit 

HOME  HFAITH  AIDES   $51/visit 

THERAPISTS 

PHYSirjvL  $86/visit  speech  $86/visit 
OCCUPATIONAL  $90/visit 

■  Seton  Health  Core  Services. 

Milwaukee 

CON^IACT  Mary  Colla 
OWNERSHIP  Daughters  of  Charity 
affiliate 

YEARS  IN  BUSINESS    10 

NURSING  SERVICES 

RN  $90/visit  LPN:  $30/hour 

HOME  HEALTH  AIDES;  $27/hour 

THERAPISTS 

PHYSICAL  $95/visit  SPEECH:  $95/visit 
OCCUPATIONAL:  $95/visit 

HOSPICE  CARE:  Yes 

PAYMENT:  Medicare/'Medicaid 

■  VNA  of  Greoter  Wookesho. 

Waukesha 

CONTACT  Elizabeth  Jensen 
OWNERSHIP:  Waukesha  Hospital 
affiliate 

YEARS  IN  BUSINESS  45 

NURSING  SERVICES 

RN;  $75/visit  LPN:  $75/visit 

HOME  HEALTH  AIDES  $23/hour 

THERAPISTS 

PHYSICAL:  $84/visit  SPEECH:  $84/visit 
OCCUPATIONAL  $84/visit 

OTHER  HOME  SERVICES 

COMPANION:  $12/hour 

HOSPICE  CARE:  Yes 
PAYMENT:  Medicare/Medicaid 

■  We  Can  Services.  Madison 

CONTACT:  Carolyn  Johnson 
OWNERSHIP;  Local  private 

YEARS  IN  BUSINESS:  3 

OTHER  HOME  SERVICIES 

COMPANION;  $12.50/hour 

PAYMENT:  Medicare/Medicaid 


160 


EAITH  PAGES 

CHILDREN'S  HEALTH 


\bur  Child's 
Tonsils  -  In  or  Out? 


N 


availability  of  Improved  antibiotics  to  treat  tonsil  infec- 
tions, tonsillectomies  have  become  far  less  common. 


Ot  very  long  ago,  if  a  child  had  a  couple  tonsillitis,  see  your  pediatrician.  He 
y  o      <D    '  'or  she  will  examme  your  child  s 

of  sore  dirOatS,  a  trip  to  the  hospital  was  throat  and  probably  take  a  throat 
,  II-  1  •«  11  culture.  If  tonsillitis  is  diagnosed, 

in  order,  and  his  or  her  tonsils  and  ade-    y„^,  doctor  wiu  probably  prescribe 
noids  would  be  surgically  removed  in  a  tonsillec-    ^  lo-day  supply  of  an  antibiotic. 

"  '  which  will  usually  clear  up  the 

tomy  and  adenoidectomy.  But  thanks  to  new    symptoms  in  a  few  days. 
information  about  the  role  of  tonsils  and  the   when  is  a  tonsiluctomy 

AND  ADENOIDEaOMY 
CAULED  FOR? 

Tonsils  and  adenoids  are  generally  removed  when 
they  become  so  enlarged  that  they  obstruct  breath- 
ing, distort  speech,  or  cause  swallowing  difficulties 
that  result  in  weight  loss  and  poor  nutrition.  Doctors 
may  also  recommend  surgery  for  chronic,  severe  or 
stubborn  tonsillitis  that  doesn't  clear  up.  The  opera- 
tion is  usually  performed  when  a  child  is  six  or  seven. 

WHAT  EXACTLY  IS  A  TONSIUECTOMY 
AND  ADENOIDECTOMY? 

Tonsillectomy  and  adenoidectomy  is  a  surgical  pro- 
cedure requiring  general  anesthesia,  in  which  the  ton- 
sils and  adenoids  are  cut  away  and  the  cut  area  is  left 
to  heal  naturally.  It  is  a  simple  operation  but  like  all 
surgery,   it  involves  a  small 
amount  of  risk.  The  procedure 
can  be  performed  either  in  a 
hospital,  which  requires  a  stay  of 
a  day  or  two.  or  in  an  outpatient 
surgical  room,  with  rehabilita- 
tion occurring  at  home. 

You  can  expect  your  child's 
throat  to  be  very  sore  for  several 
days  after  the  operation.  Soft 
foods,  including  custards,  soups, 
and  especially  ice  cream,  can 
help  soothe  the  pain.  You  can 
tell  your  child  that  he  or  she  can 
look  forward  to  playing  as  usual 
and  going  back  to  school  within 
a  week  after  the  operation. 


WHAT  ARE  TONSILS  AND  ADENOIDS? 

The  tonsils  are  a  pair  of  small  almond-shaped  struc- 
tures on  either  side  of  the  throat  just  behind  and 
above  the  tongue.  Tonsils  act  as  a  defense  against 
infections  that  invade  the  body  through  the  nose  and 
mouth.  They  are  part  of  the  lymphatic  system  of  the 
body,  a  protective  system  whose  cells  attack  and  literal- 
ly devour  bacteria.  Adenoids  are  tissue  located  at  the 
back  of  the  nose,  above  the  tonsils.  They.  too.  help 
protect  against  respiratory-tract  infections. 

WHAT  IS  TONSIUJT1S7 

TonsUhtis  is  an  infection  of  the  tonsils  that  children 
often  come  down  with  between 
the  ages  of  three  and  six. 
When  infected,  tonsils  become 
gready  enlarged,  almost  meet- 
ing in  the  middle  of  the  throat. 
They  turn  fiery  red  and  may 
have  white  spots  on  them. 
Occasionally,  the  adenoids 
swell  too.  lending  a  nasal  quali- 
ty to  the  child's  voice.  Since  the 
symptoms  of  tonsillitis  are  sim- 
ilar to  those  of  the  flu — severe 
sore  throat  and  a  fever — it  may 
be  difficult  to  distinguish 
between  the  two.  If  the  symp- 
toms last  more  than  48  hours 
or  your  child  has  a  history  of 
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THE  TRUTH 
ABOUT  TONSILS 


When  it  comes  to  ton- 
sillectomies, it's  hard 
to  figure  out  where 
the  myths  end  ond  the  facts 
begin.  Don't  try  to  talk  your 
doctor  into  removing  your 
child's  tonsils  on  the  bosis  of 
any  of  these  misconceptions: 

•  "Tontils  ore  usahts." 

Not  true.  Medical  scientists  con- 
tinue to  report  new  evidence 
that  shows  tonsils  ore  a  valu- 
able part  of  the  body's  defense 
mechanism  against  invading 
germs  and  viruses. 

•  "My  child  i$  a/woyx 
sick. "  Chances  are  your  child 
is  going  through  a  normal 
stage  or  growth,  irrespective  of 
the  condition  of  his  or  her  ton- 
sils. Befare  a  child  can  build  up 
his  or  f)er  own  antibodies  to 
fight  off  disease  ogents,  he  or 
she  must  be  exposed  to  them. 
So,  a  certain  number  of  mild 
respiratory  diseases  are  to  be 
expected  during  a  child's  early 
years. 

•  'H*'//  be  haoMiier  wMi 
fhem  out."  It's  a  myth  that  a 
tonsillectomy  and  odenoldecto- 
my  makes  a  child  less  suscepti- 
ble to  colds,  sore  throats  and 
other  respiratory  diseases.  Nor 
does  tfte  operation  relieve  an 
allergy  such  as  aslhmo. 

•  "Thtf/'*  swolhn.''V/ho> 

vou  perceive  as  swelling  may 
be  the  tonsils'  normal  size. 
Tonsils  are  very  small  at  birth, 
tfien  enkirge  gradually,  reach- 
ing maximum  size  at  age  six  or 
seven.  Ttiereafler,  they  usually 
shrink  to  walnut  size.  Adenoids 
grow  between  tf<e  ages  of  three 
and  five  and  tfien  shrink,  even- 
tually disappearing  oltogelfwr 
during  puberty.  Unless  o  med- 
ical problem  is  diagnosed, 
enkirgement  a\one  is  no  basts 
for  surgery. 
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AUH  PAGES 

WELLNESS  ISSUES 


Weighty  Matters 


Superstars'  Diet  Secrets!  Shed  Pounds  the  Rich  3hoJi!!I,' .'reduce' your  calorie  muke 

a7id  Famous  Way!"  shouts  the  headline.  Your  'f  yo"  need  lo.  some  medical  condi- 

I    J       •                              •  tions,  like  an  elevated  cholesterol 
hand  reaches  out.  How  did  Liz...  Forget  it 

There  are  no  tricks,  no  secrets,  no  miracles 


level,  hypertension  and  adult-onset 
diabetes  are  exacerbated  by  being 
overweight.  Losing  10  to  15  percent 

Losing  weight  is  hard  work.  The  people  who  sue-    of  your  starting  weight  (at  your  doc- 

"  iiiLi  'or's  recommendation)  will  often 

Ceed   are   the   ones  who   see   through   the   hokum     significantly  reduce  your  health  risk. 


and  false  promises. 

In  the  1980s,  obesit)'  went  ftx>m  being  seen  as  a  pure- 
ly cosmetic  problem  to  being  designated  a  health  risk. 
As  a  result,  the  past  decade  has  been  a  boom  period  for 
the  weight-loss  industry.  A  host  of  companies  rushed  in 
offering  miracle  "cures "  for  the  new  disease.  Even 
Oprah  Winfrey  got  swept  up  in  the  hoopla — boasting  to 
television  viewers  about  her  67-pound  weight  loss 
thanks  to  one  of  these  progi-ams. 

Since  then  a  number  of  research  studies  have  ques- 
tioned the  success  claims  of  diet  programs.  A 
National  Institute  of  Health  conference  on  diet,        | 
for  example,  concluded  that  there  was  often  "no 
data  with  which  to  answer  questions  about  volun- 
tary weight  loss  and  control  methods."  The  limited 
data  there  was  suggested  that  many  people  who 
complete  commercial  diets  can  expect  to  regain 
one-third  of  their  lost  weight  after  one  year,  two- 
thirds  or  more  after  three  years  and  90  to  95  per- 
cent in  three  to  five  years. 

Around  the  same  time,  the  Federal  Trade 
Commission  (FTC)  began  investigating  the  diet 
industry's  claims  of  success.  As  a  result  of  this 
investigation,  which  did  not  find  research  to  sup- 
port the  claims,  the  FTC  is  thinking  of  recom- 
mending that  center-based  diet  programs  be 
required  to  keep  accurate  statistics  about  the 
number  of  people  who  enroll,  the  length  of  their 
participation,  the  rate  of  weight  loss  and  the 
amount  of  time  that  weight  loss  is  maintained. 

These  research  findings  along  with  Oprah's 
gradual  return  to  her  former  weight  have  had 
their  effect.  Many  weight  loss  programs  have 
gone  out  of  business;  others  have  seen  their 
demand  plummet  by  50  percent  or  more. 


if  you  are  still  considerably 
above  your  weight  goal.  Remember, 
even  if  your  expectations  aren't  met,  your  weight  loss 
program  may  still  be  considered  "successfiil." 

It's  important  to  have  reasonable  expectations  for  any 
diet  program.  If  you  expect  that  losing  weight  will  solve 
all  your  problems,  like  finding  that  special  partner  or 
getting  a  new  job,  you're  setting  yourself  up  for  trouble. 
Chances  are  you'U  just  get  fttistrated  and  go  back  to  your 
old  eating  and  exercise  habits  if  your  problems  aren't 
solved. 


HOW  MUCH  SHOULD  I  WEIGH? 


N; 


ot  8v«ry  wcman  can  look  lilis  Cnd/  Crawfenl.  Nor  ■IbaiiA  ihe 
hy  to.  Your  body  type  ond  h»  woight  that  a  biologicaSy  oppro- 
priole  for  you  ore  determined  primarily  by  genetic*.  Any  cfifxt- 
menls— up  or  down — ore  somewhat  limited  ty  your  biologiail  hwitoge- 
Coraaquently,  more  and  more  physiciofls  and  researchen  are  recom- 
mending that  people  aim  tor  their  "naturol  weight"  rather  than  o  god  or 
ideal  weight.  In  general,  natural  wei^  is  achieved  whan  a  psrKin  ech 
nomwlly  (about  1 ,8(X)  aJorios  o  iof  (or  a  woman  ond  2,200  coior>ej  o 
day  for  o  men)  ond  axsrcises  regularly — the  equivalem  of  a  brisk  ooe- 
hovr  walk  egch  dcy. 

If  you  ore  interested  in  losing  weight  it  is  important  to  understand  the* 
diet  is  only  one  part  of  the  equation.  Although  there  ore  o  numiier  of 
wvight  loss  programs  that  hove  proved  to  be  very  successful,  wHh  peo(^ 
shedding  many  pounds  in  a  short  time,  the  problem  is  Iceeping  the  weigid 
off.  Studies  have  shown  that  the  people  most  hkaly  to  maintain  th«r 
weight  loss  are  not  those  who  ore  the  best  dieters,  but  those  who  supple- 
ment their  diet  progrom  vnlh  on  exefdse  routine  ond  oonlinue  to  exercise 
regularly  after  reaiiiing  iheir  goal  weight.  Experts  soy  that  establishing 
new  eating  and  exercising  habits  \^  the  fool  key  to  long-term  weight 
mointerance— and  the  only  hope  for  breaking  tlie  yoTO  diet  lyndrome. 
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■  Behgvioral  Weight  Management 
Services.  Milwaukee 

CONTACT:  Lynn  Fischer,  R.N. 
OWNERSHTP  St.  Lulce's  Medical 
Center 

iNsntucTORS:  Dieticians, 
Psychologists  &  Nurses 

BEHAVIOR  CljXSSES  (AVG  SIZE)    8-10 
AVERAGE  TIME:  90  min. 

PROCRAM  LENGTH:  10-25+  weeks 
COST/WEEK:  $27 

UQimi  DIET:  Optifast 

AVERAGE  COST/WEEK;  $60 

MAINTENANCE  CLASS:  Individual  and 
group  meetings  ($32-41 1) 

EXERCISE  CLASS;  Weight  ($30) 

■  Bein  HeoMi  Connectiofl.  Green  Bay 
OWNERSHIP  Bellin  Memorial 

PROGRAM  LENGTH:  Nutrition  Class/8 
wks/$60;  Adult  Weight 
Control/ 10  wks/$65;  Children 
Weight  Control/ 10wks/$  100 

EXERCISE  CLASS:  Fitncss  Center  and 
aerobic  classes  ($210/year) 

■  BoHingtoii  Weight  Control  Center 

CONTACT  Jan  Caflisch 
OWNERSHIP:  Memorial  Hospital  of 
Burlington 

msntucTORS:  Nutritionists 

BEHAVIOR  CLASSES  (AVG  SIZE):  6 

AVERAGE  TIME  60-90  min. 

PROCRAM  LENGTH:  Individual 
counseling  plus  6  weeks  of 


nutrition  classes  and  1 2  weeks  of 
behavior  modification  classes 
COST/WEEK:  $25 

UQum  DIET:  LightSourcc 

AVERAGE  COST/WEEK   $23-46 

PREPARED  MEALS:  Back  to  Basics 

AVERAGE  COST/MEAL:  $3.75 

MAINTENANCE  CLASS:  12  weeks  (Free) 

EXERCISE  CLASS:  Low  impact 
aerobics  ($20/four  weeks) 

■  Diet  Center,  Milwaukee 
CONTACT:  Karolyn  Anderson 
OWNERSHIP  Franchise 

INSTRUCTORS:  Nutritionists 

PROGRAM  LENGTH:  Individual 
counseling 

■  Embody.  Madison 
OWNERSHIP  Meriter  Hospital 

INSTRUCTORS:  Exercise  Physiologists, 
Dieticians 

BEHAVIOR  CLASSES  (AVG.  SIZE):  12-15 

AVERAGE  TIME:  30  min. 

PROGRAM  LENGTH;  12  weeks  of 

behavior  and  exercise  classes 

COSTAVEEK;  $23 

■  Nutrition  and  Weight  Control  Cfinic. 

Milwaukee 
coNT.\CT  Jan  Howard 
OWNERSHIP  St.  Michael  Hospital 

INSTRUCTORS:  Dieticians 

PROGRAM  LENGTH;  Individual 
instruction;  $76  first  meeting. 


$19/15  min.  follow-ups 

■  Point  System  Diet.  West  Allis 
OWNERSHIP  West  Allis  Memorial 

INSTRUCTORS:  Dieticians 

BEHAVIOR  CLASSES  (AVG  SIZE):  7-8 

AVERAGE  TIME  90  min. 

PROCRAM  LENGTH:  Classes  plus 
individual  counseling-program 
length  open  to  individual  needs 

COSTIWEEK   $25 

■  Think  Light-lowfat  living  Pkm. 

Racine 
CONTACT  Julie  Dickert 
OWNERSHIP  St.  Luke's  Hospital 

INSTRUCTORS:  Dieticians 

BEHAVIOR  CLASSES  (AVG  SIZE):  18 

AVERAGE  TIME  120  min. 

PROGRAM  LENGTH:  10  weeks 
COST'WEEK:  $12.50 

MAINTENANCE  CLASS;  SuppOrt  GtOUp 

(Free) 

■  Weight  Management  Program. 

Menomonee  Falls 
CONTACT  Shawn  Seurce 
OWNERSHIP:  Community  Memorial 
Hospital 

INSTRUCTORS:  Dieticians 

BEHAVIOR  CLASSES  (AVG.  SIZE):  7 

AVERAGE  TIME:  90  min 

PROGRAM  LENGTH;  6  weeks 

COST/WEEK:  $70  total  fee 
MAINTENANCE  CLASS:  6  Weeks  ($35) 

■  Weight  Watchers 

INSTRUCTORS;  Previous  Weight 
Watchers'  members 

A\'ERACE  CLASS  SIZE:  30-40 
AVERAGE  TIME  60  miu. 

PROGRAM  LENGTH:  Weekly  meetings 
until  goal  is  reached 

COST/WEEK:  $  1  1 

MAINTENANCE  CLASS:  Meetings  (fi-ee 

if  at  goal  weight,  otherwise  $11) 
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Guidelines  for 
Doctors  and  Patients 


D 


octors  receive  no  shortage  of  advice  when  convenes  an  expert  panel  of  out 

"_  side  physicians  and  researchers  to 

it  comes  to  treating  patients.  But  now  a  do  so  For  example,  in  constmct- 

...               ■         *        1-   ^*           •   !_•  ine  the  oain  control  guidelines 

new  authoritative  voice  is  distinguishing  ^       ^               ^ 


itself  from  the  crowd,  representing  the  opinions 
of  experts  backed  by  the  Federal  Government 

The  Agency  for  Health  Care  Policy  and  Research, 
established  by  Congress  in  1988,  has  been  charged 
with  finding  out  what  the  nation  gets  for  the  billions  of 
dollars  it  spends  annually  on  health  care  as  well  as 
what  can  be  done  to  improve  the  quality  of  care  pro- 
vided. What  investigators  found  was  a  tremendous 
variation  across  the  country,  even  within  a  single  com- 
munity, in  how  doctors  treat  different  illnesses,  some- 
times to  the  patient's  detriment. 

As  a  result,  in  March  1992,  the  agency  began  issu- 
ing guidelines  that  outline  the  best  ways  for  doctors, 
nurses  and  other  healthcare  providers  to  treat  cenain 
conditions  that  affect  large  numbers  of  Americans. 

The  agency  itself  does  not  develop  the  guidelines;  it 


below,  the  appointed  panel  critical- 
ly examined    11,000  scientific 
sources  of  information  to  deter- 
mine the  state-of-the-art  in  pain 
management.  Before  the  guidelines  were  released,  they 
were  tested  in  hospitals  and  clinics  across  the  nation  to 
ensure  their  clarity  and  applicability. 

When  the  pain  control  guidelines  were  made  pub- 
lic. Dr.  Louis  Sullivan,  then  Health  and  Human 
Services  Secretary,  said  that  they  mark  "the  beginning 
of  a  peaceful  revolution  in  .\merican  medical  care." 
Tlie  Health  Paces  believes  that  in  order  for  the  revo- 
lution to  be  successfiil,  it  is  essential  that  you,  the  read- 
er, learn  about  these  guidelines.  Consequently,  as  a 
regular  feature,  we  will  publish  a  summary  of  govern- 
ment fmdings.  Among  the  areas  we  hope  to  cover  in 
future  issues:  prostate  enlargement,  impairment  from 
cataracts  and  lower  back  problems. 


PAIN  CONTROL  AFTER  SURGERY:  A  PATIENT'S  GUIDE 

Adapted  fram  a  booklet  by  the  Agmcyfor  Health  Care  Policy  and  Research, 
an  agency  of  the  U.S.  Public  HeaUh  Service.  The  complete  guide  is  available  free  try  caUing  (800)  358-9295. 


What  is  pain? 

Pain  is  your  body's  vray  of  sending  a  warning  message 
to  your  brain.  Your  spinal  cord  and  nerves  (there  are 
thousands  of  receptor  nerve  cells  in  and  beneath  your 
skin)  provide  the  pathway  for  messages  to  and  from 
your  brain  and  other  parts  of  your  body.  Pain  medicine 
blocks  or  reduces  the  effert  of  these  messages. 

Whaf  rale  dees  pain  control  after  surgery  play? 

Pain  control  can  help  you  enjoy  greater  comfort 
while  you  heal,  get  well  faster  (with  less  pain  you'll  be 
able  to  do  necessary  breathing  exercises,  get  your 
strength  back,  even  leave  the  hospital  sooner)  and 


improve  results  (people  whose  pain  is  well-controlled 
seem  to  do  better  after  surgery  and  may  avoid  some 
problems,  such  as  pneumonia  and  blood  clots). 

What  are  the  options? 

Severe  pain  after  surgery  is  no  longer  something 
you  "just  have  to  put  up  with."  Both  drug  and  non- 
drug  treatments  before  and  after  surgery  can  success- 
fully help  prevent  or  relieve  pain.  The  most  common 
methods  of  pain  control;  pain  medication  before 
surgery;  general  anesthesia,  spinal  anesthesia  (nerve 
block)  or  an  epidural  (in  which  medication  is  adminis- 
tered through  a  small  tube  in  your  back),  during 
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surgery:  pain  medication  in  pill,  shot  or  suppository 
form  or  through  a  tube  in  your  vein  or  back,  massages, 
hot  or  cold  packs,  relaxation  exercises,  positive  think- 
ing and  nerve  stimulation  (TENS)  after  surgery. 

Many  people  combine  two  or  more  pain  control 
methods.  Since  the  amount  or  type  of  pain  you  feel 
may  not  be  the  same  as  what  others  feel — even  those 
who've  had  the  same  operation— you  and  your  care- 
givers will  need  to  work  together  to  choose  the  pain 
control  methods  that  are  right  for  you.  If  you're  wor- 
ried about  getting  "hooked"  on  pain  medication,  don't 
be.  Studies  show  that  this  is  rare  unless  you  have  a 
drug  abuse  problem  to  start  with. 


THE  SEVEN  STEP 

PAIN  CONTROL  PROGRAM 

These  guidelines  for  things  you  can  do  before  and 
after  surgery  can  help  you  help  yourself  keep  pain 
under  control. 

Before  Surgery 

1.  Ask  your  caregiver  what  to  expect.  Getting 
answers  to  questions  such  as  "Will  there  be  much  pain 
after  surgery?"  "Where  will  it  occur?"  "How  long  is  it 
Ukely  to  last?"  will  help  you  prepare  for  surgery  and 
put  you  in  control.  Write  down  your  questions  before 
you  meet  with  your  caregiver. 

t.  Discuss  pain  control  options  with  your  caregiv- 
er. Talk  about  methods  that  have  or  haven't  worked 
well  for  you  in  the  past,  mention  any  concerns  you 
may  have  about  pain  medication,  ask  about  treatment 
side  effects  and  alert  your  caregiver  to  medication 
allergies  as  well  as  medicines  you  are  taking  for  other 
health  problems  to  avoid  negative  drug  interactions. 

$.  Talk  about  the  schedule  for  pain  medicines  in 
the  hospital.  Instead  of  waiting  until  pain  breaks 
through  to  take  medication,  getting  pain  pills  or  shots 
at  set  times  can  help  keep  pain  under  control. 
Additionally,  patient  controlled  analgesia  (PCA)  may 
be  available  at  your  hospital.  With  PCA  you  are  in  con- 
trol, pressing  a  button  to  inject  medicine  through  an 
intravenous  (IV)  tube  in  your  vein  when  you  begin  to 
feel  pain.  Whichever  method  you  choose,  keep  your 
caregiver  abreast  of  how  well  it's  working. 

4.  Work  with  your  caregiver  to  create  a  pain  con- 
trol plan.  Use  the  form  (opposite)  to  begin  planning 
for  pain  control  with  your  caregiver — he  or  she  needs 
your  help  to  design  the  plan  that's  best  for  you.  Refer 
to  the  form  after  your  operation  and  keep  it  as  a 
record  in  case  you  need  surgery  in  the  future. 


After  Surgery 

5.  Take  (or  ask  for)  pain  relief  drugs  when  pain 
first  begins.  Additionally,  if  you  know  the  pain  will 
worsen  when  you  start  walking  or  doing  breathing 
exercises,  take  pain  medication  first.  It's  harder  to  ease 
pain  once  it  has  taken  hold. 

6.  Help  your  caregiver  "measure"  your  pain.  He 

or  she  may  ask  you  to  rate  your  pain  on  a  scale  of  I  to 
10  or  to  choose  a  word  from  a  list  that  best  describes 
the  pain.  Reporting  your  pain  as  a  number  helps  your 
caregiver  know  how  well  the  treatment  is  working  and 
whether  to  make  any  changes.  Vou  may  also  set  a 
number  as  a  pain  control  goal. 

7.  Tell  your  caregiver  about  any  pain  that  won't  go 
away.  Don't  worry  about  being  a  bother.  Pain  can  be  a 
sign  of  problems  with  your  operation  and  your  care- 
giver will  want  to  know  about  it.  Also,  if  the  pain  con- 
trol plan  isn't  working,  your  caregiver  will  want  to 
change  it. 


PAIN  CONTROL  PLAN 


Pain  Control  Floi  For 


Homofimitdm: 

InsmiclioiishriBe: 

Aftwsirg«rr,l«9tako 

Norm  of  nwooM.' 

nliMhospild 

The  meddne  wi  be  given  to  m: 

Qsapfl  throu^avem 

oQmIOI  tnfoojfi 0 lube  in  my  botk 

I  vfll  renive  the  nwiidne: 

at  reguloriy  sdieduled  times 

every hows    for doys 

qroond  meoock    when  I  cd  the  none 

I M  oko  use  these  MMHniQ  pain  cortnil  inelhoQS  n  the  hoipM  OM  ol 
hoRie  (fst  flMthoos): 


«lhNM,l«lllA) 
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Physicians'  File 


OB/GYN 

NBIMT 

l<drt«l,RkhoHJr. 

MEDICAL  SCH(X)U  Duke 

Univ,  1966 
INTXRNSHIPS  Blodgeii 

Memorial  Hosp.  Grand 

Rapids.  1967 
RESIDENCIES:  Duke  Univ, 

1971 
FELLOWSHIPS:  Duke  Univ. 

1969 

COVERAGE  CROUP:  OB-GYN 

Associates  of  Green  Bay 
SfKVKES:  Circumcisions, 

Ultrasound,  Venipuncture 
HOURS:  Weekend 
CREDIT  CARDS:  MC  Sc  Visa 

Cavanqh,  Rokwt 

MEDICAL  SCHOOL:  SIU 

School  Medicine 
INTERNSHIPS  SIU  School 

Medicine 
RESIDENCIES:  SIU  School 

Medicine 
COVERAGE  CROUP:  OB-GYN 

Assoaaies  of  Green  Bay 
S8KVICI5:  Circumci&ions, 

Ultrasound,  Venipuncitirc 
HOLRS  Weekends 
CREDIT  CARDS:  MC  &  Visa 


MNolt,  Roktrt 

MEDICU.  SCHOOL  Univ  of 
Wisconsin,  1981 

INTERNSHIPS   Univ  of 

Pittsburgh,  1982 

RESIDENCIES:  Univ  of 

Pittsburgh,  1985 

COVERAGE  GROUP;  OB-GYN 
Associates  of  Green  Bay 

SERVKCSi  Circumcisions, 
Ultrasound,  Venipuncture 

HOURS:  Weekends 

CREDO  CARDS  MC  Sc  Visa 

MEDICAL  SCHOOL:  Univ  of 

South  Dakota,  1985 
INTERNSHIPS;  McLennan 

Hospital 
RESIDENCIES  St.  Joseph's 

Hosp,  Milwaukee 
COVERAGE  GROUP:  Webster 

Clinic 
saVKIS:  Circumcisions, 

Ultrasound,  Venipimcturc 


«,H«iWt 

MEDICAL  SCHOOL;  Univ  of 

Wisconsin,  1953 
INTERNSHIPS;  Beaumont 

Army  Hospital,  1954 
RESIDENCIES  Univ  of  Iowa 

Hosp,  Iowa  City,  1958 

COVERAGE  GROUP:  OB-GVN 
Associates  of  Green  Bay 


SBtVKISt  Circumcisions, 

Ultrasound,  Venipunctiu'c 
HOURS  Weekends 

CREDIT  CARDS:  MC  &  Visa 

SdMddw.Aiiy 

MEDICAL  SCHOOL;  SUNY  at 

Buffalo,  1984 
INTERNSHIPS:  Sisters  of 

Charity  Hosp 
RESIDENCIES:  SUNY  at 

Buffalo 

COVERAGE  CROUP:  Foley  & 

Utrie 
SfKVICfS:  Circumcisions, 

Ultrasound,  Venipuncture 

jMrii^  rrtMfkfc 

MEDICAL  SCHOOL  Med  CoU 

WI,  1956 
SaiVICESi  Ultrasound, 
Venipuncture 

MEDICAL  SCHOOL:  Med  Coll 

ofWI,  1985 
INTERNSHIPS:  Emory  Univ 

Affil  Hosp 
RESIDENCIES  Emory  Univ 

AfTil  Hosp 
COVERAGE  GROUP:  Frederick 

Sehring 
SIRVKESt  Circumcisions, 

Ultrasound,  Venipuncture 


SlMTttr,  RkiMnl 

iwreRNSHiPS:  Wisconsin 

Hosp,  1973 
RESIDENCIES;  Wisconsin 

Hosp,  1976 

Utri*,J«hi 

MEDICAL  SCHOOL:  Marquette 

Univ,  1959 
INTERNSHIPS  Miller  Hosp, 

Sl  Paul,  1960 
RESIDENCIES  AfHl  Hospital, 

Minn,  1966 


MEDICAL  SCHOOL:  Univ  of 

Nebraska,  1967 
INTERNSHIPS;  Madison  Gen 

Hosp,  1968 
RESIDENCIES;  Nebraska 

Hosp,  1973 

COVERAGE  CROUP:  Roley, 

Roley  &  Torhorst 
SOVKES:  Ultrasound, 

Venipimcturc 
CREDIT  CARDS:  MC  &  Visa 


Mtr.RobwtJr. 

MEDICAL  SCHOOL;  U 

Minnesou,  1962 
INTERNSHIPS;  Santa  Clara 

Hosp,  San  Jose,  1963 

RESIDENCIES;  Univ  of  Wl, 


of 


H 


OW  TO  READ 

THE  PHYSICIAN  LISTINGS 


I  Sckoofc  A  doaor's  training  requires  a  premedical 
undergraduate  education  and  four  years  of  medical 
schtxil.  The  year  in  which  his  or  her  medical  degree  was 
granted  can  tell  you  how  old  the  doaor  is  and  how  long 
ago  his  or  her  training  was  completed. 

You  may  prefer  a  doctor  who  has  just  learned 
about  the  latest  medical  breakthroughs  and  tech- 
niques, or  you  may  prefer  a  doctor  who  has  had  years 
of  practical  experience  and  has  seen  firsthand  a  vast 
range  of  medical  problems.  Of  course,  while  a  physi- 
cian's formal  medical  training  may  have  uken  place 


many  years  ago,  he  or  she  should  still  be  up  to  date 
on  current  medical  procedures  through  working  with 
peers,  keeping  up  with  the  Journals  and  attending 
conferences. 

htwilll^.  An  internship  is  a  one  or  two  year  period  of 
hospital  training  following  graduation  from  medical 
school.  During  this  training  period,  physicians  are 
called  interns. 

RtiidMcy/SfMialty:  A  residency  is  a  post-internship  hos- 
pital training  peritxi  of  two  to  six  years  at  the  end  of 
which  a  doctor  becomes  a  specialist.  A  specialist  is  a 
doctor  who  concentrates  on  certain  body  systems,  spe- 
cific age  groups  or  certain  techniques  developed  to 
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1969 

COVEKAGE  GROUP: 

Physicians  Plus 
$a(Via&  Ullraiiound. 

Venipuncture 
CREDIT  CARDS:  MC  8c  Visa 

l«k,jMns 

MEDICAL  SCHOOL:  Univ  of 

Wisconsin.  1963 
INTERNSHIPS:  Madison 

General  Hosp,  1963 
RESIDENCIES:  Sl  Joseph's 

Hosp,  Milwaukee,  1967 

COVEKAGE  CKOUF:  Dean 

Medical 
OirirtBHi^  Robwt 

MEDICAL  SCHOOL:  NY  Med. 

1965 
INTERNSHIPS:  Albany  Med 

Center  Hosp,  1966 
RESIDENCIES:  Albany  Med 

Center  Hosp.  1969 

DavUiWrSaia 

MEDICAL  SCHOOL  Albert 

Einstein  CoU  of  Med, 

1982 
RESIDENCIES:  Albert  Einstein 

College  of  Medicine,  1986 
FELLOWSHIPS:  Matemal- 

FetalMed,  UnivofWI, 

1988 

COVESAGE  GROUP:  Dean 

Medical 
SOMCES:  Circumcisions, 
Ultrasound 


MEDICAL  SCHOOL  Univ  of 

Wl,  1980 

INTERNSHIPS:  Univ  of  WI 
RESIDENCIES:  Univ  of  WI 
COVERAGE  GROUP:  Dean 


Medical 
SBtVKISi  Ultrasound, 
Venipuncture 

MEDICAL  SCHOOL  Baylor 
CoU  of  Med,  1974 

INTERNSHIPS:  Univ  of  WI, 

1975 

RESIDENCIES:  Univ  of  WI, 

1978 

COVERAGE  GROUP: 

Physicians  Plus 
SOIVKESt  Circiundsions, 

Ultrasound,  Veiupuncture 
HOURS:  Weekend 
CREDIT  CARDS:  MC  &  Visa 

Dro$t6r  Smm 

MEDICAL  SCHOOL  Univ  of 

South  Dakota,  1984 
INTERNSHIPS:  Univ  of  WI 
RESIDENCIES:  Univ  of  WI 

FELLOWSHIPS:  Matemal- 
FetalMed,  UnivofWA 

COVERAGE  GROUP:  Univ  OB- 

GYN  Associates 
SOtVKCS:  Midwives, 

Ultrasound,  Venipuncture 
CREDIT  CARDS:  MC  &  Visa 

Estrii^  Miiywil 

MEDICAL  SCHOOL  Univ  of 

Kansas,  1979 
INTERNSHIPS:  Univ  of  WI, 
1980 

RESIDENCIES:  Univ  of  WI, 

1983 

COVERAGE  GROUP: 

Hackforth-Jones  &  Stoffel 

(all  female) 
SOmCES:  Ultrasound, 

Venipuncture 
HOURS:  Weekends 


F«ii,Josi|ib 

MEDICAL  SCHOOL  Univ  of 

WI,  1978 

INTERNSHIPS:  Univ  of  WI, 

1979 

RESIDENCIES:  Univ  of  WI. 

1982 

COVERAGE  GROUP:  Dean 

Medical 
satVtOS:  Ultrasound, 

Venipuncture 
HOURS:  Evening  &  Weekend 

HuJUWll  JMMIr  JMny 

MEDICAL  SCHOOL  Univ  of 

Michigan,  1982 

INTERNSHIPS  Univ  of  WI 
RESIDENCIES:  Univ  of  WI 
COVERAGE  GROUP:  Estrin  & 

Stoffel  (all  female) 
SOMCCSi  Ultrasound, 

Venipuncture 
HOURS:  Weekends 

HMfam^Ptny 

MEDICAL  SCHOOL  Western 

Reserve  Univ,  1958 
INTERNSHIPS:  Cleveland 

Metropolitan  General 

Hosp,  1959 
RESIDENCIES:  Cleveland 

Metropolitan  General 

Hosp,  1965 
FELLOWSHIPS:  Univ  WA, 

1968 

COVERAGE  GROUP:  Univ 
OB/GYN  Associates 

SOVKES:  Midwives. 
Circumcisions, 
Ultrasound,  Venipuncture 

CREDIT  CARDS:  MC  &  Visa 

HtfZi^  PhI 

MEDICAL  SCHOOL  State  Univ 
Syracuse,  1964 


INTERNSHIPS:  Johns 
Hopkins  Hosp,  1965 

RESIDENCIES:  Univ  of  WI, 

1969 

COVERAGE  CROUP: 

Physicians  Plus 
SannCfS:  Ultrasound, 
Venipuncture 

CREDIT  CARDS:  MC  &  Visa 

MEDICAL  SCHOOL  Jefferson, 

1956 
INTERNSHIPS:  Sl  Mary's 

Hosp,  Duluth,  1957 

RESIDENCIES:  Univ  of  WI, 

1961 

COVERAGE  GROUP: 

Physicians  Plus 
SECVKES:  Ultrasound, 
Venipimctxu-e 

CREDFT  CARDS:  MC  &  Visa 


Mm.k.,\ 

MEDICAL  SCHOOL  Ohio  State 
Univ,  1970 

RESIDENCIES:  Univ  of  Wl 

Hosp 
COVERAGE  CROUP:  Dean 

Medical 
SOVKB:  Ultrasotmd. 

Venipuncture 
HOURS:  Evening  & 

Weekends 

KraaM^KorM 

MEDif^AL  SCHOOL  Mayo  Med 

School,  1979 
INTERNSHIPS:  Univ  of 

Colorado 

RESIDENCIES:  Univ  of  WI 
COVERAGE  GROUP:  Dean 

Medical 
SBtVKIS:  Ultrasotmd. 

Venipuncture 


diagnose  or  treat  specific  types  of  disonlers.  As  a  resi- 
(ient.  a  dtxrtor  gets  full-time  experience  in  a  hospital 
canng  for  patients  under  the  supervision  of  experi- 
enced teaching  specialists. 

Fellowship/SubspeciRlty:  A  fellowship  is  a  period  of 
one  or  more  years  of  additional  training  in  a  more  spe- 
cific sub-area  of  a  specialty  imdertaken  by  some  physi- 
cians following  their  residencies.  Upon  completion  of 
the  fellowship  the  physician  is  granted  sub-specialist 
standing.  For  example,  oncology  is  a  sub-specialty  of 
intenul  medicine  and  pediatric  surgery  is  a  sub-spe- 
cialty of  surgery. 


StrvfcM  AvrfiUt  ta  1W  DtcMr'i  Ofiict :  If  ultrasound  and 
blood-drawing  services  are  provided  in  a  doaor's  office, 
it  may  save  you  a  trip  to  the  lab. 

EvMii|/WMk«d  Hmts:  Some  doctors  have  weekend  or 
evening  hours  to  accommtxlate  patients'  work  sched- 
ules. Call  the  dtxtor's  office  for  more  information. 

C«tffM  Nwii  Mtimtii  These  practitioners  are  registered 
nurses  with  a  bachelor's  degree  in  nursing  and  a  mas- 
ter's or  other  advanced  degree  in  maternal-child 
health.  Midwives  are  generally  chosen  by  women  who 
want  constant  attention  throughout  the  entire  birth 
process — labor,  delivery  and  recovery. 
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Wkr.KiB 

MtUU.M.  SCHOOL  Univ 

\\1.  1983 

RESIDENCIES   Univ  of 

Pillsburg.  1987 

COVERAGE  GROUP: 

PhvsKians  Plus 
saVKfS:  Ultrasound, 


Roky,  Enralt 

MEDICAL  SCHOOL  Creighton 
Univ,  1956 

INTERNSHIPS:  USN  Hosp, 

Chelsea,  Mass,  1957 
RESIDENCIES  Univ  of  WI. 

1963 
SOIVKIS:  Ultrasound, 

Venipuncture 
CREDIT  CARDS  MC  &  Visa 

Roky,  Ktvki 

MEDICAL  SCHCH3L  CreightOH 

Univ,  1986 

INTERNSHIPS;  Univ  of  Wl 

AfTil  Hosp 

RESIDENCIES:  Univ  of  Wl 

AfFil  Hosp 
COVERAGE  GROUP:  Anderson 

Roley,  Torhorst 
SERVICES:  Circumcisions, 

Ultrasound,  Venipuncture 
CREDIT  CARDS  MC  &  Visa 

Rtdot^Kori 

MEDICAL  SCHOOL  Univ  of 

Wl,  1983 

INTERNSHIPS:  Med  Col] 

Virginia,  1974 
RESIDENCIES  Med  Coll 

Virginia,  1977 
COVERAGE  GROUP:  Dean 

Medical 
SBtVKES:  Ultrasound, 

Venipuncture 
HOURS:  Evenings  and 

Weekends 

Ri^KiW  Siwtwii 

MEDICAL  SCHOOL:  Univ  of 

lUinois,  1974 
INTERNSHIPS:  Univ  of 

Illinois  Hosp,  1977 

COVERAGE  GROUP: 

Physicians  Plus 
SOVKIS:  Ultrasound, 

Venipuncture 

CREDIT  CARDS:  MC  &  Visa 


MKI)IC\L  SCHOOL  Marquette 

Univ,  1969 
IN^IERNSHIPS:  Kansas,  1970 
RESIDENCIES:  Med  Coll  WI. 

1974 

Abxoadw,  A.  CkoriM 

MEDICAl  SCH<K)L 

Northwestern  Univ 
INTERNSHIPS  Northwestern 

Univ 
SERVICES:  Circumcisions, 

Ultrasound 

CREDIT  CARDS:  MC 

AicMtq,Estfr 

MEDICAL  SCHOOL:  Univ  of 
the  East,  Phillipines 

BobUaAlM 

MEDICAL  SCHOOL:  Univ  of 

Wl.  1964 
INTERNSHIPS  Evanston 

Hosp,  1969 
RESIDENCIES:  Univ  of  WI, 

1974 

COVERAGE  GROUP;  Burstein, 

Nash 
SERVKES:  Circumcisions, 

Ultrasound.  Venipuncture 
CREDIT  CARDS:  MC  Sc  Visa 

Bocos,  DomM 

MEDICAL  SCHOOL:  Univ  of 

Michigan,  1976 
INTERNSHIPS:  St.  Joseph's 

Hosp,  Milwaukee,  1977 
RESIDENCIES:  St.  Joseph's 

Hosp,  Mihvaukee,  1980 
SERVICES:  Circumcisions, 

Ultrasound 
HOURS:  Evening 

BM,lkHali 

MEDICAL  SCHOOL: 

Kyungpook  Univ  (Taegu, 

Korea).  1963 
INTERNSHIPS  Detroit 

General  Hosp,  1966 
RESIDENCIES  Detroit 

General  Hosp,  1970 
SERVICES:  Circumcisions, 

Ultrasound.  Venipuncture 
HOURS:  Evenings 

lar,  CoiBdo 

MEDICAL  SCHOOL:  Univ  of 

Illinois.  1979 

INTERNSHIPS:  Med  Coll  Wl- 

Mihvaukee  Co  Hosp.  1980 
RESIDENCIES:  Med  Coll  Wl- 
Milwaukee  Co  Hosp,  1983 


Borkowf,  HoroM 

Mt:I)lCAL  SCHOOL 

Witwatersrand 

(Johannesburg),  1959 
INTERNSHIPS:  Queen 

Victoria  Maternity  Hosp, 

1961 
RESIDENCIES:  Johns  Hopkins 

Hosp.  1968 


MEDICAL  SCHOOL:  Marquette 

Univ,  1946 
INTERNSHIPS:  St.  Joseph's 

Hosp.,  Milwaukee,  1947 
RESIDENCIES  St.  Joseph's 

Hosp.,  Mihvaukee,  1953 
COVERAGE  GROUP:  Finlayson 
SERVICES:  Circumcisions, 

Venipimcture 
HOURS:  Evenings  Sc 

Weekends 

BroduRO^  Uroto 

MEDICAL  SCHOOL  UniV  SK. 

Canada,  1980 
RESIDENCIES  Hennepin  Co 
Med,  Minneapolis,  1981 

BroRkbEhM,  Frtdrik 

MEDICAL  SCHOOL  Univ  of 

Utrecht,  Netherlands, 
1972 

INTERNSHIPS;  Univ  of  WI 
RESIDENCIES:  Univ  of  WI 
COVERAGE  GROUP:  Univ  of 

Wl  Physicians 
SERVICES:  Midwives, 
Circumcisions, 
Ultrasound,  Venipuncture 

MEDICAL  SCHOOL:  Andhra 

(India),  1946 
RESIDENCIES;  Mt.  Sinai  Med 

Center,  Mihvaukee.  1982 

lirckKkR 

MEDICAL  SCHOOL;  Med  CoU 

WI,  1976 
INTERNSHIPS:  Med  CoU  WI. 
1977 

RESIDENCIES:  Med  CoU  Wl, 

1980 
COVERAGE  GROUP:  Medical 

Associates 
SERVICES:  Circumdsions, 

Ultrasound,  Venipuncture 
HOURS:  Evenings  & 

Weekends 
CREDIT  CARDS:  MC,  Visa  & 

Amex 

BmttHP-D. 

MEDICAL  SCHOOL  Univ  of 

Michigan.  1972 


INTERNSHIPS;  Univ  of  WI, 

1973 

RESIDENCIES:  Univ  of  Wl, 

1976 

COVERAGE  GROUP:  BabbiU. 

Nash 
SERVKES:  Circumcisions, 

Ultrasound.  Venipuncture 
CREDIT  CARDS;  MC  &  Visa 

Costio,  Mornio 

MEDICAL  SCHOOL  Univ 

Philippines.  1952 

INTERNSHIPS   Univ 

Philippines 

Rr.SIDENCIES;  Ulliv 

Philippines,  1958 

OmrAwi,  loReyn 

MEDICAL  SCHOOL  Univ  of 

Michigan,  1970 
INTERNSHIPS:  Chicago 

Wesley  Memorial  Hosp 
RESIDENCIES;  Northwestern 

Univ 
COVERAGE  GROUP:  OB/CVN 

Medical  Services 
SERVICES:  Circumcisions, 

Ultrasound.  Venipuncture 

Clarii,Dow|los 

MEDICAL  SCHOOL  Ohio  State 

Univ,  1961 
INTERNSHIPS:  Milwaukee 

County  Hosp,  1962 
RESIDENCIES;  Ohio  Sute 

Univ,  1965 
FELLOWSHIPS;  Ohio  State 

Univ,  1966 
COVERAGE  GROUP:  Medical 

Associates 
SERVICES:  Circumcisions, 

Ultrasound.  Venipuncture 
HOURS  Evenings  Sc 

Weekends 
CREDIT  CARDS:  MC.  Visa,  Sc 

Amex 


MEDICAL  SCHOOL:  Marquette 

Univ.  1953 
INTERNSHIPS  St.  Joseph's 

Hosp.  Milwaukee,  1954 
RESIDENCIES:  Milwaukee 

County  Gen  Hosp.  1 959 

COVERAGE  GROUP: 

Wilkinson  Medical  Clinic 
SERVICES:  Circumcisions. 

Ultrasound,  Venipuncture 
HOURS;  Weekends  & 

Evenings 
CREDIT  CARDS;  MC  &  Visa 

CoiitEr,  Rmm 

MEDICAL  SCHOOL  Med  CoU 

WI.  1979 
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INTERNSHIPS:  Med  CoU  WI, 

INTERNSHIPS:  Sl  Joseph's 

SUVKlSt  Mifhvives, 

WI.  1987 

19S0 

Hosp,  Milwaukee 

Circumcisions, 

COVERAGE  GROin^  Dr.  Craft 

RESiDENaES:  Med  Coll  WI, 

RESIDENCIES:  St.  Joseph's 

Ultrasound.  Venipuncture 

tBMCMSi  Circumcisions. 

1984 

Hosp,  Mihvaukee 

CREDIT  CARDS:  MC  &  Visa 

Ultrasound.  Venipuncture 

COVERAGE  GKOUT: 

SamCiSi  Ctrcumdsions. 

HOURS:  Evening 

Milwaukee  Medical  Clinic 

Ultrasound.  Venipunctiu-e 

GlM«,llllkko«ID.O. 

CREDIT  CARDS:  MC  &  Visa 

saiVKHi  Ultrasound. 

MEDICAL  SCHOOL  College  of 

Venipuncmre 

E*ri«,S«i*oH. 

Osteo  Med.  and  Surgery, 

HoflMHr,1lMMS 

HOURS:  Weekend 

MEDICAL  SCHOOL:  Rush  Med 

1979,  1979 

MEDICAL  SCHOOL  Marquette 

CREDIT  CARDS:  MC  &  Visa 

CoU.  1983 

INTERNSHIPS:  NW  General 

UnK.  1956 

RESIDENCIES:  Cook  County 

Hosp,  Milwaukee,  1980 

INTERNSHIPS:  MUwaukee  Co 

Cnft,$«Ml 

Hosp.  Chicago 

RESIDENCIES:  U  Wisc-Mu 

Gen  Hosp.  1957 

MEDICAL  SCHOOL  Med  CoU 

COVERAGE  GROUP:  Lakeside 

Sinai  Hosp,  Milwaukee, 

RESIDENCIES:  Milwaukee  Co 

Wise.  1976 

OB/GYN 

1984 

Gen  Hosp.  1962 

INTERNSHIPS:  Med  Coll 

SOVIdSt  Circumcisions. 

COVERAGE  GROUP:  Medical 

Wise,  Milwaukee,  1976- 

Ultrasound.  Venipuncture 

Godl  JyalU 

Associates 

1977 

HOURS:  Evening 

MEDICAL  SCHOOL 

SOVKISt  Ultrasound. 

RESIDENCIES;  Mt  Sinai 

Rangamaya  Med  CoU. 

Venipuncture 

Hosp,  Milwaukee,  1980- 

wi,6inr 

India.  1971 

HOURS:  Evenings  & 

1983 

MEDICAL  SCHOOL  Med  Coll 

INTERNSHIPS:  St.  John  Hosp. 

Weekends 

COVEIAGE  GROUP:  Dr. 

ofWI,  1984 

Detroit,  1977 

CREDIT  CARDS:  MC.  Visa  & 

Heitman 

INTERNSHIPS:  Wayne  State 

RESIDENCIES:  Cook  Coimty 

Amex 

Affiliated  Hospitals 

Hosp.  Chicago,  1981 

MiUm  JflMS 

RESIDENCIES:  Wayne  State 

SBTVICISt  Circumtjsions 

Jmm^JhAm 

MEDICAL  SCHOOL  Univ  of 

Affiliated  Hospitals 

MEDICAL  SCHOOL  Univ  of 

Minnesota,  1969 

SOtVKfS:  Ultrasound. 

GndtsikBwi 

lUinois.  Chicago.  1979 

INTERNSHIPS:  Sl  Joseph's 

Venipuncture 

MEDICAL  SCHOOL  Cebu  Inst 

INTERNSHIPS:  Mt.  Sinai 

Hosp,  Milwaukee,  1970 

HOURS:  Evenings  & 

Med,  1972 

Hosp.  Chicago,  1980 

RESIDENCIES:  St.  Josephs 

Weekends 

INTERNSHIPS:  Sl  John's 

RESIDENCIES:  ML  Sinai 

Hosp,  Mihvaukee,  1973 

CREDIT  CARDS:  MC  &  Visa 

Epis.  Hosp,  Brtmklyn. 

Hosp.  Chicago,  1982 

COVERAGE  GROUP: 

1967 

FELLOWSHIPS:  Univ  of 

Moreland  OB/GYN 

HibyM^Mfai 

RESIDENCIES:  Cook  County 

lUinoU,  1985 

SWKUt  Circumcisions, 

MEDICAL  SCHOOL  Meharry 

Hosp.  Chicago.  1981 

SRVKISl 

Ultrasound,  Venipuncture 

Med  Coll,  1953 

Ultrasound 

HOURS:  Evening 

INTERNSHIPS:  Meharry  Med 

GfyMMfiQ^  MomI 

HOURS:  Evenings 

CREDIT  CARDS:  MC  &  Visa 

CoU,  1954 

MEDICAL  SCHOOL  Marquette 

RESIDENOES:  Meharry  Med 

Univ,  1965 

JW(,C»«f|t 

D«kM,Mirii 

CoU.  1957 

INTERNSHIPS:  Sl  Joseph's 

MEDICAL  SCHOOL  Univ  of 

MEDICAL  SCHOOL:  Univ  of 

Hosp,  Mihvaukee,  1966 

WI.  1981 

North  Dakota.  1984 

Ht,  tiim 

RESIDENCIES:  Sl  Joseph's 

RESIDENCIES:  Brooke  Army 

INTERNSHIPS:  Mt  Stnai  Med 

MEDICAL  SCHOOL  Wayne 

Hosp.  Mihvaukee.  1971 

Med.  San  Antonio,  1982 

Center 

Univ.  1979 

mVKBi  Circumcisions. 

RESIDENCIES:  Univ  of  WI 

INTERNSHIPS:  Blodgett  &  SL 

Ultrasound 

gwliiHHMry 

MMCHi  Midwives, 

Mary's  Hosp.  Grand 

HOURS:  Weekend 

MEDICAL  SCHOOL  Univ  of 

Circumcisions, 

Rapids.  1980 

lUinois.  1983 

Ultrasound,  Venipuncture 

RESIDENCIES:  Blodgett  &  Sl 

hmM^Hmhi 

INTERNSHIPS:  Med  CoU  of 

HOURS:  Evenings 

Mary's  Hosp.  Grand 

MEDICAL  SCHOOL  Med  CoU 

WI 

CREDIT  CARDS:  MC  &  Visa 

Rapids,  1983 

WI.  1964 

RESIDENCIES:  Med  CoU  of  WI 

OOVERACE  GBOUP:  Radne 

INTERNSHIPS:  Johns 

COVEKACE  OOUP:  Falls 

DMibllMKlriNW 

Medical  Clinic 

Hopkins  Hosp.  1965 

Medical  Group 

MEDICAL  SCHOOL:  Med  Coll 

WByKBi  Circumcisions, 

RESIDENCIES:  Univ  of  Texas. 

IHKIIIIi  Circumcisions, 

ofWI,  1974 

Ultrasound,  Venipuncture 

1968 

Ultrasound.  Venipuncture 

INTERNSHIPS:  Sl  Joseph's 

CREDIT  CARDS:  MC  k  Visa 

FELLOWSHIPS:  Johns 

HOURS:  Evening 

Hosp,  Mihv 

Hopkins  Hosp.  1965 

RESIDENOES:  Sl  Joseph's 

ObrntmUtJO. 

nbiv,jKk 

Hosp,  Mihv 

MEDICAL  SCHOOL  Ulliv  of 

Mihvaukee  Medical  CUnk 

MEDICAL  SCHOOL  Mar()uette 

COVESAGE  GaOVT: 

Osteopathic  Med,  Des 

mVOTIi  Circumdsioiu. 

Univ.  1941 

Womencare 

Moines,  1980 

Ultrasound.  Venipuncture 

INTERNSHIPS:  Med  CoU  of 

HRVKIS*  Circumcisions, 

INTERNSHIPS:  Riverside 

HOURS:  Weekend 

WI 

Ultrasound.  Venipuncture 

Osteopathic  Hosp, 

CREDIT  CARDS:  MC  &  Visa 

RESIDENCIES:  MUwaukee  Co 

HOURS:  Evenings 

Trenton,  MI 

Hosp.  1946 

CREDrr  CARDS:  MC  &  Visa 

RESIDENCIES:  Riverside 

IWkMi^nMlliy 

Osteopathic  Hosp, 

MEDICAL  SCHOOL  Chicago 

UmMiMJi. 

P^^JWil 

Trenton,  MI 

Med  School.  1982 

MEDICAL  SCH<X>L  Marquette 

MEDICAL  SCHOOL  Univ  of 

COVERAGE  GROUP:  Univ  of 

RESIDENCIES:  Mt.Sinai 

Univ.  1958 

Ireland,  Gahvay.  1973 

Wisconsin 

Medical  Center.  Univ  of 

INTERNSHIPS:  Sl  Joseph's 
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Hosp,  Milwaukee 

COVERAGE  GROUP: 

HOURS  Evenings 

PwMRiM,  Tod 

RESIDENCIES  Si.  Joseph's 

Burlington  Clinic 

CREDrr  CARDS:  MC  &  Visa 

MEDICAL  SCHOOL  IjOyola 

Hosp.  Milwaukee 

SOVKtSi  Circumcisions. 

Univ,  1975 

SRVKISt  (lircumcrsions. 

Ultrasound,  Venipuncture 

NoM,  JoMi 

INTERNSHIPS:  Milwaukee  Co. 

1'Ur.i  sound.  \'cnipuncuii-e 

HOURS:  Weekend 

MEDICAL  SCH(X)L: 

Gen  Hosp.  1977 

(  Rinn  ( ARDS  MC  Se  Visa 

CREDrr  CARDS  MC  8c  Visa 

L'niversidad  Autonomn  de 

RESIDENCIES  Milwaukee  Co. 

Tamaulipas.  1982 

Gen  Hosp.  1980 
SERVICES:  Ultrasound 

[Ak^n^ 

INTERNSHIPS  Winthrop 

MEUic\i.sc.HOOU  Oklahoma 

MEDICAI,  SCHOOL- 

Univ  Hosp.  Mineola.  NY. 

HOURS  Evenings 

SlatcUniv,  1977 

Ceorgeiown  Univ,  1971 

RESIDENCIES  Winthrop  Univ 

INTERNSHIPS  Nonhwesi 

INTERNSHIPS  Georgetown 

Hosp.  Mineola.  NY 

Rioidl,  Am* 

Gen.  Milwaukee 

Univ,  1972 

SERVICES:  Circumcisions. 

MEDICAL. SCHCKIL  Med  Coll 

RESIDENCIES  Sl.Mar)  s  Hosp 

RF.SIDENCIES:  Georgetown 

Ultrasound,  Venipuncture 

Wl,  1977 

KELUiwsHlPS  Michael  Reese 

Univ,  1975 

HOURS:  Evening 

FELLOWSHIPS:  Ml.  Sinai  Med 

Hosp.  Chicago 

COVERAGE  GROUP:  Women's 

CREDIT  CARDS:  MC  &  Visa 

Center,  Milwaukee,  1981 

SBIVICfS:  Ultrasound. 

Health  Care 

\'enipuncture 

SfRVKES:  Circumcisions, 

Po9«das,Aithoiiy 

Shtoodor,  Ttwnos 

CREDIT  CARDS  MC  &  Visa 

Ultrasound.  Venipuncture 

MEDICAL  SCHOOL  Indiana 

MEDICAL  SCHOOL:  Univ  of 

HOURS:  Evenings  & 

Univ,  1963 

Iowa.  1959 

U«,J>MS 

Weekends 

INTERNSHIPS:  Detroit 

INTERNSHIPS  St.  Joseph's 

MEI>IC-\LSCHCK)L  Med  CoU 

CREDrr  CARDS  MC  &  Visa 

General  Hosp.  1964 

Hosp.  Milwaukee,  1960 

ofWI.  1980 

RESIDENCIES  Wayne  State 

RESIDENCIES  St.  Joseph's 

INTERNSHIPS  Butterworth 

IMai,AHndo 

Univ.  1968 

Hosp.  Milwaukee.  1965 

Hosp.  Michigan 

MEDICAL  SCHOOL:  Far 

SERVICES:  Circumcisions. 

RfSlDENClES  Bulterwonh 

Eastern  Univ.  Phillipines. 

Ultrasound,  Venipuncture 

Hosp  Michigan.  1984 

1961 

HOURS  Evenings 

MEDICAL  SCHOOL  Nishtar 

COVERAGE  GROUP: 

INTERNSHIPS:  Ml.  Sinai  Med 

Med  Coll.  Pakistan.  1964 

Nonhpoint 

Center.  1973 

Pariur,  Edword 

RESIDENCIES:  Mount  Sinai 

MRVKIS:  Circumcisions. 

RESIDENCIES:  Mt.  Sinai  Med 

MEDICAL  SCHOOL  Marquette 

Hosp.  Mihvaukee 

Ultrasound.  Venipuncture 

Center.  1976 

Univ,  1964 

SERVICES:  Midwives. 

HOIRS  Evenings  & 

SCRVKCS:  Circumcisions. 

INTERNSHIPS:  St.JoSCphs 

Circumcisions.  Ultrasound 

Weekends 

Ultrasound 

Hosp,  Milwaukee,  1965 

RESIDENCIES:  St.Josephs 

HOURS:  Weekend 

boa.  Pod 

Mlw.DoaddJr 

Hosp,  Milwaukee,  1968 

SMwKorin 

MEDICAL  SCHOOL:  Med  Coll 

MEDICAL  SCHOOL:  Kanzas. 

SERVKE5:  Circumcisions, 

MEDICAL  SCHOOL:  Ankara 

ofUl,  1969 

1976 

Ultrasound,  Venipuncture 

Univ.  Turkey,  1949 

INTERNSHIPS   LAC/USC 

RESIDENCIES  Henry  Ford 

INTERNSHIPS  St.  Bamabas 

Med  Center.  LA. 

Hosp,  Deu-oit,  1980 

Potle,Rohid 

Hosp,  Minneapolis,  1958 

RESIDENCIES  Mihvaukee 

COVERAGE  GROUP:  Racine 

MEDICAL  SCHOOL:  Univ  of  St. 

RESIDENCIES:  Columbia 

County  Gen  Hosp 

Medical  Clinic 

Louis,  1959 

Hosp,  Mt.  Sinai  Hosp, 

COVERAGE  GROUT: 

SnVKtS:  Ultrasound. 

INTERNSHIPS  Milwaukee  Co 

1962 

Mihiaukee  Medical  Clinic 

Venipuncture 

Gen  Hosp.  1960 

COVERAGE  GROUP:  Gahal. 

SOVKES:  Ultrasound. 

CREDrr  CARDS:  MC  &  Visa 

RESIDENCIES:  Med  Coll  of 

Melnyczenko  &  Shaf 

\'enipuncture 

Missoa,  JeHrty 

Wl.  1964 

SERVICES:  Circumcisions, 

HOURS  Weekends 

FELLOWSHIPS:  Johns 

Venipuncture 

CREOrr  CARDS  MC.  Visa,  8c 

MEDICAL  SCHOOL  Michigan 

Hopkins  Univ.  1967 

Amex 

State  Univ,  1977 

StoilAdoH 

INTERNSHIPS: 

PaaoaiPU^ 

MEDICAL  SCHOOL:  Charles 

Nb^wsU,  NUdNMl 

Blodgett/St. Mary's  Hosp 

MEDICAL  SCHOOL  Marquette 

Univ,  Prague.  Czech.  1957 

MEDICAL  SCHOOL: 

RESIDENCIES: 

Univ.  1959 

INTERNSHIPS:  Co  Hosp 

Dartmouth  Medical 

Blodgett/St. Mary's  Hosp 

INTERNSHIPS:  Mihvaukee  Co 

Cheb,  Czech.  1958 

School.  1978 

COVERAGE  GROUP:  Racine 

Gen  Hosp.  1960 

RESIDENCIES  Charles  Univ. 

INTERNSHIPS:  Med  Coll  Wl 

Medical  Clinic 

RESIDENCIES:  Johns  Hopkins 

Czech.  1962 

RESIDENCIES  Univ  of 

SERVICES:  Circumcisions, 

Hosp,  1965 

Colorado 

Ultrasound,  Venipuncture 

Stowort,  WUiom 

SERVKfS: 

CREDrr  CARDS  MC  &  Visa 

Pircw,RidMirdAdaM 

MEDICAL  SCHOOL  Marquette 

Venipuncture 

MEDICAL  SCHOOL  Rush  Med 

Univ.  1962 

HOURS.  Evening  8c  Weekend 

Nosli,Dovid 

Coll.  1983 

INTERNSHIPS:  St.  Joseph's 

MEDICAL  SCHOOL  Univ  of 

INTERNSHIPS:  Rush 

Hosp,  1963 
RESIDENCIES  St.  Joseph's 

Molnr,  Gtorga 

Wl, 1975 

Presbyterian-St. Lukes 

MEDICAL  SCHOOL:  Univ  of 

RESIDENCIES  Mt  Sinai  Med 

Med  Center 

Hosp.  1968 
SERVICES:  Ultrasound 

Vermont,  1976 

Center.  Mihvaukee 

FELLOWSHIPS  Matcmal- 

INTERNSHIPS:  Univ  of  Wl. 

COVERAGE  GROUP:  BabbitZ 

Fetal  Medicine 

HOURS:  Evenings 

1977 

8c  Burstein 

SERVICES:  Circumcisions. 

RESIDENCIES:  Univ  of  Wl, 

SERVICES:  Circumcisions, 

Llltrasound.  Venipuncture 

1980 

Ultrasoimd,  Venipuncture 
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StiriM,  Roily 

MEDICAL  SCHOOL  Med  Coll 

of  WI,  1983 
INTERNSHIPS:  Mt.  Sinai  Med 

Center.  Milwaukee 
RESIDENCIES:  Mt.Sinai  Med 

Center,  Milwaukee,  1987 

COVERAGE  GROUP: 

Womencare 
SERVICES:  Circumcisions. 

Ultrasound.  Venipuncture 
HOURS:  Evenings 
CREDIT  CARDS  MC  &  Visa 

VKoBvas,  GtraU 

MEDICAL  SCHOOL:  Nebraska, 

1975 
RESIDENCIES:  Nebraska  Affil 

Hosp.  1979 
SEKVKES:  Ultrasound, 

Venipuncture 
HOURS:  Weekend 
CREDIT  CARDS  MC  &  Visa 

WariiRobwt 

MEDICAL  SCHOOL:  Marquette 

Univ,  1968 
INTERNSHIPS:  St.  Joseph's 

Hosp,  Milwaukee,  1969 
RESIDENCIES:  St.  Joseph's 

Hosp,  Milwaukee.  1972 

Wasktigt«(,JMhMam 

MEDICAL  SCHOOL:  Univ  of 

WI,  1982 
INTERNSHIPS:  Mt.  Sinai  Med 

Center.  1984 
RESIDENCIES:  Mt.  Sinai  Med 

Center,  1987 
SERVICES:  Circumcisions, 

Ultrasound,  Venipuncture 
CREDIT  CARDS  MC.  Visa  & 

Amex 

Wttiler,  Robot 

MEDICAL  SCHOOL  Marquette 

Univ,  1968 
INTERNSHIPS:  St.  Joseph's 

Hosp,  1969 
COVERAGE  GROUP:  Medical 

Consultants,  SC 
SERVICES:  Circumcisions, 

Ultrasound,  Venipuncture 
HOURS:  Evenings  & 

Weekends 

CREDIT  CARDS:  MC  &  Visa 

WortUigtoa,  DiMb 

MEDICAL  SCHOOL  Univ  of 

EdinburghScodand,  1966 
INTERNSHIPS  Gen.  Rose 

MemI  Hosp,  Denver.  1967 
RESIDENCIES  Queen's  Univ, 

Kingston,  Canada,  1971 
FELLOWSHIPS:  Perinatal  Med 

Kingston  Gen  Hosp,  1972 


of 


SfltVICES:  Cirouncisions, 
Ultrasound,  Venipunctiu-e 

YoH[,Ordo 

MEDICAL  SCHOOL  Med  CoU 

WI.  1956 
INTERNSHIPS  St.  Mary's 

Hosp.  Milwaukee.  1958 
RESIDENCIES  St.  Mary's 

Hosp,  Mihvaukee,  1960 
SERVICES:  Ultrasound, 

Venipuncture 
HOURS  Evenings  and 

Weekends 

fMULYIMCnmMEKS 

UwoR,RidMH 

MEDICjU.  SCHOOL:  U 

Chicago,  1979 

INTERNSHIPS:  Univ  of 

lUinois-Rockford 

RESIDENCIES   Univ  of 

Illinois-Rockford 
SERVICES:  Circumcisions, 

Venipuncture 
HOURS:  Evenings 

RoRol^Pofo 

MEDICAL  SCHOOL:  Univ  of 

Santo  Tomas,  1967 
INTERNSHIPS:  St.  Michael 

Hosp,  Milwaukee.  1971 
RESIDENCIES:  St.  Michael 

Hosp.  Mihvaukee,  1973 

Slovofls,  Robert 

MEDICAL  SCHOOL:  Med  CoU 

ofWl,  1984 
RESIDENCIES  Med  CoU  of 

WI 
SERVICES;  Circumcisions, 

Venipimcture 


CNT(0T(HARYNG010GISTS) 
MMs,  John  M 

MEDICAL  SCHOOL-  Univ  of 

Illinois,  1959 
INTERNSHIPS  Letterman 
Hosp.  San  Francisco.  I960 

RESIDENCIES:  Univ  of 

Illinois.  1967 

TEACHING  POSITION 

Assistant  Professor.  Univ 

ofvn 

CREDIT  CARDS  MC  &  Visa 

SiWdt,  Frodoric 

MEDICAL  SCHOOL  Med  Coll 

of  WI.  1983 
RESIDENCIES  Med  Coll  of 
Vfl,  1988 

iniMOf/  Rkbora 

MEDICAL  SCHOOL:  Univ  of 

Vfl.  1967 
INTERNSHIPS  St  Mary's 
Hosp.  Duluth.  1968 

RESIDENCIES:  Med  CoU  of 

WI.  1975 
Voadar,Wo«d« 

MEDICAL  SCHOOL:  Univ  of 

Michigan.  1966 

INTERNSHIPS:  Blodgett 
Meml  Hosp,  Grand 
Rapids,  1967 

RESIDENCIES:  Univ  of 

Michigan,  1972 
WiMiiigor,  David 

MEDICAL  SCHOOL:  Univ  of 

Michigan 
INTERNSHIPS:  Illinois 
Research  &  Ed  Hosp, 
1963 

RESIDENCIES:  Univ  of 

Illinois,  1967 

lUHSDII 

DooovQii,  Timoriiy  J 

MEDICAL  SCHOOL:  Umv  of 

WI.  1964 
INTERNSHIPS:  Wayne  Co  Gen 
Hosp.  Michigan.  1965 

Hwh,waoBW«sby 

MEDICAL  SCHOOL:  Univ  of 

WI.  1973 
INTERNSHIPS:  Kaiser  Hosp 

Oakland  Cal,  1974 
RESIDENCIES  Univ  of  WI. 

1978 
CREDIT  CARDS:  MC  &  Visa 


ForiOoriosN 

MEDICAL  SCHOOL  Univ  of 

Louisville.  1965 
INTERNSHIPS:  Henry  Ford 

Hosp.  Detroit,  1966 
RESIDENCIES:  Henry  Ford 

Hosp,  Detroit.  1970 

TEACHING  POSITION:  Prof. 

Univ  of  WI 
SERVICES:  Venipuncture 
CREDIT  CARDS:  MC  &  Visa 

MEDICAL  SCHOOL:  Ohio  Sute 

Univ,  1954 
INTERNSHIPS:  White  Cross 

Hosp 
RESIDENCIES  Ohio  State 

Univ,  1958 
CREDIT  CARDS  MC  &  Visa 

StoRley,  Rob«t  Jobi 

MEDICAL  SCHOOL  Uiuv  of 

WI,  1977 
RESIDENCIES:  Guthrie  Clinic, 

Sayre,  PA,  1983 
FELLOWSHIPS;  Mayo  Clinic. 

1988 


Bortoo,  JoiMS  Robwt 

MEDICU.  SCHOOL  West 

Virginia  Univ.  1971 
INTERNSHIPS:  Roanoke 

Hosp.  1972 

RESIDENCIES:  Med  CoH  of 

Vfl,  1980 
CREDTTCARDS:  MC  &  Visa 

lobei,  Tboaos  Potridi 

MEDICAL  SCHOOL:  Marquette 

Univ.  1963 
INTERNSHIPS:  St  Francis 

Hosp.  Illinois.  1964 
RESIDENCIES  VA  Center. 

Wood.  1970 

TEACHING  POSITION 

Associate  Clinical 
Professor.  Med  CoU  of  WI 

Coiido«,KoMtkG«nrd 

MEDICAL  SCHOOL:  Univ  of 

WI.  1980 
INTERNSHIPS  Charity  Hosp. 
New  Orleans.  1981 

RESIDENCIES:  Univ  of  WI, 

1987 
CREDIT  CARDS  MC  &  Visa 

Doirido,  StovM  Rio 

MEDICAL  SCHOOL:  Univ  of 

Iowa,  1982 
RESIDENCIES  Ohio  State 

Univ,  1987 
CREDIT  CARDS  MC  Sc  Visa 
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MEDKAi.  s<:hooi.  Mcd  Coll 

ofWl.  1969 
INTERNSHIPS:  St.  Joseph 

Hasp.  Denver,  1970 
RESIDENCIES  Med  Coll  of 

VVI.  1974 

TEACHING  POSITION: 

.\<isociate  Clinical 
Professor.   Med  Coll  of  VVI 

DwUm  GratdM  Ozibttk 

MEDicu.  SCHOOL:  Indiana 
Univ.  1981 

INTERNSHIPS:  Med  CoU  of 

WI 

RESIDENCIES:  Mcd  CoU  of 

HOURS  Evening 

*  *   «  '         n 

ffltflMIV  JMTy  Di 

MEDICAL  SCHOOL:  Univ  of 

Illinois,  1961 
INTERNSHIPS:  L  A.  Co  Gen 
Hosp.  1962 

RESIDENCJES  VA  Hosp,  III. 

1963:  III  Research  &  Educ 
Hosp.  1966 

TEACHING  POSITION: 

Professor.  Med  CoU  of  WI 

MEDICAL  SCHOOL  Med  Coll 

of  VVI.  1977 
INTERNSHIPS  St.  Luke's 

Hosp.  Mihv,  1978 
RESIDENOES:  Med  CoU  of 

VVI.  1982 

TEACHING  POSITION: 

Assistant  Clinical 

Professor.  Med  CoU  of  W! 
SCRVKES:  Venipuncture 
CREDrr  CAROS:  MC  &  Visa 

MEDICAL  SCHOOL:  Loyola 
Univ.  1972 

INTERNSHIPS:  Josephs  Hosp. 

Mihv.  1973 
RESIDENCIES:  Med  CoU  of 

WI.  1977 
TEACHING  posmoN  Med 

CoUofWI 


MEDICAL  SCHOOL  Med  Coll 

of  VVI.  1972 
INTERNSHIPS  Cedars  Sinai 
Hosp,  LA. 

RESIDENCIES:  Med  Coll  of 

WI 

TEACHING  POSITION   Med 

CoUofWl 
MortM|,DNil«ris 

MEDICAL  SCHOOL:  Loyola 
Stritch  Med  School.  1971 

INTERNSHIPS  Milwaukee 
County 

RESIDENCIES:  Mihvaukee 
County  Institute 

TEACHING  POSITION:  Med 

CoU  of  WI 

Pfln^  Mb  RoyHOM 

MEDICAL  SCHOOL:  George 
Washington  Univ.  1968 

INTERNSHIPS:  Cleveland 
Metro  Hosp.  1969 

RESIDENCIES  Univ  of 
Minnesota.  1974 

TEACHING  POSITION:  Med 

CoUofWl 

CREDIT  CARDS:  MC  &  Visa 
MEDICAL  SCHOOL:  Med  CoU 

of  WI,  1984 
RESIDENCIES:  Duke  Univ, 
1989 

TEACHING  POSITION;  CUnical 

Instructor,  Med  CoU  of  WI 
SBMCES:  Venipuncnu-e 


MEDICAL  SCHOOL  Med  CoU 

of  WI.  1968 
INTERNSHIPS:  Columbia 

Hosp.  MUw,  1969 
RESIDENCIES:  Med  CoU  of 

WI,  1973 

TEACHING  POSITION: 

Assistant  Professor,  Med 
CoUofWl 


ONCOLOGISTS 


loytr.Gwdd 

MEDICAL  SCHOOL:  Univ  of 

WI,  1974 
INTERNSHIPS:  Akron  GenI 

Med  Ctr,  1975 
RESIDENCIES  Akron  Genl 

Med  Ctr,  1977 
FELLOWSHIPS:  Univ  Hosps, 

Cleveland,  1979 

Modi,  Mm 

MEDICAL  SCHOOL:  Loyola 

Univ,  1978 

INTERNSHIPS:  Southcm  lU 

Univ,  1978 
RESIDENCIES:  Southern  111 

Univ,  1981 
FELLOWSHIPS:  Univ  of  Conn, 

Farmington,  1984 

Kod(,Porf 

MEDICAL  SCHOOL:  Indiana 

Univ.  1968 
INTERNSHIPS:  Hurley  Hosp, 

Flint,  1969 

RESIDENCIES:  SU^JY. 

Buffalo.  1974 
FELLOWSHIPS:  Brown  Univ. 
1976 


ConoM,  Pm 

MEDICAL  SCHOOL  Albany 
Med  CoU,  1956 

INTERNSHIPS:  USPHS  Hosp, 

Baltimore,  1957 
RESIDENCIES:  USPHS  Hosp, 
San  Francisco,  1960; 
National  Institute  of 
Health,  1963 

TEACHING  POSITION: 
Professor  Human 
Oncology,  Univ  of  WI 
SBnnCES:  Venipuncture 
CREDIT  CARDS  MCTVisa 

Diggs,anrl« 

MEDICAL  SCHOOL  JohnS 

Hopkins  Univ,  1972 

INTERNSHIPS:  Johns 

Hopkins  Hosp,  1973 
RESIDENCIES:  Johns  Hopkins 

Hosp,  1974 
FELLOWSHIPS:  Batimore 

Cancer  Research  Ctr, 

1977 
SERVICES:  Venipuncture 


MEDICAL  SCHtXJL:  State  Univ 

NY,  1974 
INTERNSHIPS:  Univ  of  WI, 

1975 

RESIDENCIES:  Univ  of  WI, 

Madison,  1977 
FELLOWSHIPS:  Univ  of  WI, 
Madison.  1980 

TEACHING  POSITION 

Professor.  Univ  of  VVI 
SCRVICESt  Venipuncture 
HOURS  Evenings  & 

Weekends 

CREDIT  CARDS:  MCWisa 

KoMirf  Potir 

MEDICAL  SCHOOL:  George 
Washington  Univ.  1979 

INTERNSHIPS:  Univ  of  WI, 

1980 
RESIDENCIES:  Univ  of  VVI. 

1982 
FELLOWSHIPS  Univ  of  WI. 

1985 


MEDICAL  SCHOOL:  Univ  of 

Nebraska.  1977 
INTERNSHIPS:  Mayo  Clinic 
RESIDENCIES:  Mayo  Clinic 
FELLOWSHIPS:  Univ  of  WI 

TEACHING  POSITION 

AssocProfessor.  Univ  of 
WI 
SERVKESi  Venipuncture 

CREDIT  CARDS:  MC.  Visa  & 
Amex 


MEDICAL  SCHOOL:  Univ  of 

Chicago.  1973 
INTERNSHIPS:  Univ  of  WI. 
1974 

RESIDENCIES:  Univ  of  WI. 

1976 
FELLOWSHIPS:  Montefiore 
Hosp.  N.  Y..  1978 

RoMMy  Miwy 

MEDICAL  SCHOOL  Boston 
Univ.  1976 

INTERNSHIPS:  U  WlSC  Hosp. 

Madison,  1977 

RESIDENCIES:  U  WlSC 

Hosp.Madison.  1981 

FELLOWSHIPS  U  WlSC  Hosp. 

Madison.  1981 

TEACHING  POSITION: 

Professor  Human 
Oncoloy.  Univ  of  VVI 
SBMCESi  Venipimcture 

CREDIT  CARDS:  MOVisa 
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mWAUUE 

Aaderso*,  Ton 

MEDICU.  SCHOOL:  Stanford 

Univ.  1969 
INTLRNSHIPS  Strong  MemI 

Hosp,  Rochester,  1970 
RESIDENCIES:  Strong  Meml 

Hosp,  Rochester,  1975 

FEIXOWSHIPS:  NCI/StTOng 

Meml  Hosp,  1974 
BsBzer,  Oiarias 

MEDICAL  SCHOOL: 

Northwestern  Univ,  1978 
INTERNSHIPS:  Univ  Minn 

Hosps,  1979 
RESIDENCIES:  Univ  Minn 

Hosps.  1981 
FELLOWSHIPS:  Univ  of 

Rochester,  1986 

Borden,  EiMSt 

MEDICAL  SCHOOL:  Duke 

Univ,  1966 
INTERNSHIPS:  Duke  Hosp. 

1967 
RESIDENCIES:  Univ  of 

Pennsylvania,  1968 
FELLOWSHIPS:  John  Hopkins 

Univ,  1973 

ahuiiibor,  OristoplMr 

MEDICAL  SCHOOL  Punjab 

Univ.  India,  1977 
INTERNSHIPS:  Brackenridge 

Hosp,  Texas,  1978 
RESIDENCIES:  Brackenridge 

Hosp,  Texas,  1980 
FELLOWSHIPS:  Univ  of 

Colorado.  1983 

TEACHING  POSITION: 

Associate  Professor,  Med 
CoU  of  Wl 
SERVICES:  Venipuncture 

WvjlApt 

MEDICAL  SCHOOL;  Univ  of 

Bombay,  1973 
INTERNSHIPS:  Bergen  Pines 

Co  Hosp,  N.J.,  1975 
RESIDENCIES:  Bronx  VA-Mt 

Sinai,  Milwaukee,  1976 
FELLOWSHIPS  Bronx  VA-Mt 

Sinai,  Milwaukee,  1978 

TEACHING  POSITION: 

Assistant  Professor,  Med 
Coll  of  Wl 
SERVICES:  Venipuncture 

DubMT,  Howord 

MEDICAL  SCHOOL  Univ  of 
Illinois,  1969 

INTERNSHIPS:  Univ  of 

Cincirmati,  1970 


RESIDENCIES:  Univ  of 

Cincinnati,  1972 
FELLOWSHIPS  Univ  of  Wl, 
1974 

Gnmt,  Nidiolos 

MEDICAL  SCHOOL:  UniV  of 

Wl,  1963 

INTERNSHIPS:  UCLA.  1964 

RESIDENCIES:  Milwaukee  Co 

Genl  Hosp.  1969 
FELLOWSHIPS:  Milwaukee  Co 

Genl  Hosp.  1970 

TEACHING  POSmON: 

Associate  Professor,  Med 
Coll  of  Wl 
SERVICES:  Venipuncture 

KoIgs,  GtroM 

MEDICAL  SCHOOL:  Marquette 

Univ.  1962 
INTERNSHIPS  Milwaukee  Co 

Genl  Hosp,  1963 
RESIDENCIES;  Mihvaukee  Co 

Genl  Hosp,  1967 
FELLOWSHIPS  Milwaukee  Co 

Genl  Hosp,  1969 
SERVICES:  Venipuncmre 

OMteritag,  Kirt 

MEDICAL  SCHOOL:  Cornell 

Univ,  1977 
INTERNSHIPS:  Med  Coll  Wl, 

1978 

RESIDENCIES:  Med  Coll  Wl. 

1980 

FELLOWSHIPS;  Univ  of 
Rochester,  1982 

RHd|,Piiil 

MEDICAL  SCHOOL:  TuftS 

Univ.  1973 
INTERNSHIPS  Bames  Hosp, 

St  Louis.  1974 
RESIDENCIES:  Anderson 

Hosp,  Houston.  1977 
FELLOWSHIPS:  National 

Cancer  Institute,  1980 

Toylor,  Rob«rl 

MEDICAL  SCHOOL:  Yale  Univ 
INTERNSHIPS  Univ  of 
Mirmesota  Hosp 

RESIDENCIES:  Univ  of 

Minnesota  Hosp 

FELLOWSHIPS;  Univ  of 

Washington 
SERVKES:  Venipimcture 


Vikttdi,  Majorie 

MEDICAL  SCHOOL;  U 

Minnesota.  1981 
INTERNSHIPS:  Darmouth 

Univ.  1982 
RESIDENCIES:  Dartmouth 

Univ,  1984 


of 


FELLOWSHIPS;  Med  Coll  of 

Wl.  1987 

Weisnioii,  David 

MEDICAL  st::HOOL:  Univ  of 

San  Diego.  1980 
INTERNSHIPS  Univ  of  San 

Diego,  1981 
RESIDENCIES  Univ  of  San 

Diego,  1983 

FELLOWSHIPS:  Johns 

Hopkins  Univ,  1985 

SURGEONS 

GRIENMT 

Andw 01,  Per 

MEDICAL  SCHOOL; 

Northwestern  Univ,  1981 
INTERNSHIPS:  Mihvaukee 

County  Hospital 
RESIDENCIES;  St  Joseph's 

Hosp.  Milw.  1986 

Bemodd,  MidMwl 

MEDICAL  SCHOOL:  Loyola 

Univ,  1982 
INTERNSHIPS  Univ  of 

Illinois 
RESIDENCIES  Univ  of 

Illinois,  1987 
SERVICES:  Venipuncture 
HOURS;  Evenings 

CREDIT  CARDS:  Yes 

Geocoris,  llnaos 

MEDICAL  SCHOOL  Loyola 

Univ,  1968 
INTERNSHIPS;  Chicago 

Wesley  Meml  Hosp,  1969 
RESIDENCIES  Univ  of 

Illinois,  1974 

NhnkcDovid 

MEDICAL  SCHOOL:  Univ  of 

Cincinnati,  1972 
INTERNSHIPS;  Hennepin 
County  Hosp 

RESIDENCIES;  lowa 

Methodist  Med  Ctr 

FELLOWSHIPS  Univ  of 

Southern  Illinois 
SERVICES:  Venipuncture 
CREDrr  CARDS  MCyVisa 

Redori  Pod 

MEDIC\L  SCHOOL:  Univ  of 

Minnesota,  1984 
INTERNSHIPS:  Hennepin 

County  Hosp.  1985 
RESIDENCIES;  VA  Med  Ctr. 

Des  Moines,  1990 
SERVKES:  Venipuncture 


CREDIT  CMIDS;  MC/Visa 

MMNSON  V 

Modtnoiv  Soriord 

MEDICAL  SCHOOL  Univ  of 

Wl,  1959 

INTERNSHIPS:  Univ  of 

Minnesota,  1960 

RESIDENCIES:  Univ  of  Wl, 

1964 

nenger,  hoiiqio 

MEDICAL  SCHOOL  Case 
Western  Univ.  1970 

INTERNSHIPS  Oregon 
Hosps,  1971 

RESIDENCIES:  Mayo  Clinic. 
1977 

Wofterg,WSon 

MEDICAL  SCHOOL:  Univ  of 

Wl.  1956 
INTERNSHIPS;  Ohio  State 

Univ.  1957 

RESIDENCIES;  Univ  of  Wl. 

1961 

TEACHING  POSTION  Prof 

Surgery  and  Human 

Oncology.  Univ  of  Wl 

SERVICES:  Venipuncture 

CREDIT  CARDS  MCA'isa 

WIWAUKK 
Altma*,Dovid 

MEDICAL  SCHOOL;  Univ  of 

Wl.  1961 
INTERNSHIPS;  Mt  Sinai 

Hosp.  1962 
RESIDENCIES;  Marquette 

Univ.  1966 
TEACHING  POSITION;  Clinical 

Assistant  Professor.  Med 

Coll  of  Wl 
SERVICES:  Venipuncture 

Bottistiv  Joseph 

MEDICAL  SCHOOL; 

Nonhwestem  Univ,  1983 

INTERNSHIPS;  Med  CoU  of 

Wl 
RESIDENCIES  Med  Coll  of 

Wl 
SERVICES:  Venipuncture 


MEDICAL  SCHOOL;  Univ  of 

Cincinnati,  1966 
INTERNSHIPS  Univ  of 

Cincinnau,  1967 
RESIDENCIES:  Marquette 

AfTil.  1971 

TEACHING  POSmON; 

Associate  Professor.  Med 
Coll  of  Wl 
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SUVICUt  Venipuncture 

RESIUHNt  Its  Indiana  Univ 

Assistant  Clinical 

North  Dakota,  1987 

samCESi  Venipuncture 

Professor.  Med  Coll  of  Wl 

INTERNSHIPS:  Med  Coll  of 

DaviM,  WBiB 

HOURS:  Weekend 

Wl 

v(H)U.\i.scHiX)L  Univ  of 

CREDtT  CARDS:  MCTVisa 

SullMi,  Monw 

RESIDENCIES:  Med  Coll  of 

Wl.  1965 

medi(ai.s<:hool:  Marquette 

Wl 

iNitRNSHiPS  Boston  C.irv 

MMokar 

Univ.  1946 

SERVKiSi  Venipuncture 

Hosp,  1966 

MFDir-\i.scHOOi^  King 

INTERNSHIPS:  Mt.  Sinai 

HOURS:  Evenings  & 

RESIDENCIES  Marqucltc 

Edward  Med  Sch 

Hospital 

Weekends 

.\irillaled  Hosps.  1970 

(Lahore).  1963 

RESIDENCIES:  Ml.  Sinai 

it.«;hinc.  posmoN 

INTERNSHIPS  Columbus 

Hospital 

VlKMt,D«iris 

Assistant  Clinical 

Hosp,  Chicago.  1965 

TEACHINt.  POSmON: 

MEDICAl.  SCHOOL:  Med  Coll 

Professor.  Med  Coll  of  Wl 

RESIDENCIES  Ml  Sinai 

Associate  Clinical 

ofWl,  1982 

Hosp,  Mihv.  1971 

Professor.  Med  Coll  of  Wl 

INTERNSHIPS:  Univ  of 

a,im,Gnrn 

Kentucky 

MEDIC:.\L  SCHOOL  Univ  of 

Koppts,SttvM 

Sdaidl,R*bwt 

RESIDENCIES:  Univ  of 

Minnesota.  1973 

MEDICAL  SCHOOL  Indiana 

MEDICAL  SCHOOL:  Cornell 

Kentucky 

INTERNSHIPS  Med  Coll  of 

Univ.  1977 

Univ,  1966 

FELLOWSHIPS:  Ochsner 

Wl 

RESIDENCIES  Med  Coll  of 

INTERNSHIPS:  U  Hosps  of 

Medical  Fountlation 

RESIDENCIES:  Med  Coll  of 

Wl.  1982 

Cleve,  1965 

TEACHING  POSITION: 

Wl 

RESIDENCIES:  U  Hosps  of 

Assistant  Professor,  Med 

rE.\CHINC  POSmONi 

Ktlty.VMtai 

Cleve,  1972 

Coll  of  Wl 

Assistant  Professor.  Med 

MEDICAL  SCHOOL  St.  Louis 

CREDIT  CARDS  MCWisa 

Coll  of  Wl 

Univ,  1967 

Sdiiritt,OovM 

(REDIT  CARDS:  MCTVisa 

INTERNSHIPS:  Univ  of 

MEDICAL  SCHOOL:  Med  Coll 

WIsm^DomM 

Rochester 

of  Wl,  1982 

MEDICAL  SCHOOL:  Marquette 

FanCDivid 

RESIDENCIES:  St.  Joseph'  s 

RESIDENCIES:  Med  Coll  of 

Univ,  1969 

MEDICAL  SCHOOL  Med  Coll 

Hosp.  Milwaukee,  1972 

Wl,  1987 

INTERNSHIPS:  St.  Joseph 

of  Wl.  1979 

TEACHING  POSITION: 

FELLOWSHIPS:  Med  Coll  of 

Hosp,  Denver.  1970 

INTERNSHIPS:  St.  Luke's 

Assistant  Clinical 

Wl,  1989 

RESIDENCIES:  Mayo  Clinic, 

Hosp.  Milw 

Professor.  Med  Coll  of  Wl 

TEACHING  POSITION: 

Minnesota,  1975 

RESIDENCIES:  Sl  Luke's 

SOrVKESi  Venipuncture 

Assistant  Professor,  Med 

TEACHING  POSmON: 

Hosp.  Mihv.  1984 

HOURS:  Weekends 

Coll  of  Wl 

Assistant  Clinical 
Professor,  Med  CoU  of  Wl 

Ftyi^GMf|C 

thftrtrUkm 

M^.Om^ 

MEDICAL  SCHOOL  Marquette 

MEDICAL  SCHOOL  Wayne 

MEDICAL  SCHOOL  Ohio  State 

Wm^  Jmms 

Univ.  1956 

State  Univ.  1984 

Univ,  1969 

MEDICAL  SCHOOL  Indiana 

IffTERNSHIPS:  Milw  Co  Hosp. 

INTERNSHIPS:  Med  Coll  Of 

INTERNSHIPS:  Univ  of 

Univ.  1968 

1957 

Wl 

Illinois.  1970 

INTERNSHIPS:  Med  Coll  of 

RESIDENCIES:  VA  Center 

RESIDENCIES:  Med  Coll  Of 

RESIDENCIES:  Univ  of 

Wl,  1969 

Wood  Wl,  1961 

Wl 

lUinois,  1975 

RESIDENCIES:  Med  Coll  of 

FELLOWSHIPS:  Univ  of 

TEACHING  POSITION:  Med 

Wl,  1975 

Fw^firi 

Kentucky 

Coll  of  Wl 

TEACHING  POSmoN: 

MEDiciAL  SCHOOL  Marquette 

SBMCiS:  Venipuncture 

SOnnCfS)  Venipuncture 

Associate  Clinical 

Univ.  1968 

HOURS:  Weekends 

Professor,  Med  Coll  of  Wl 

INTERNSHIPS:  Univ  of 

CREDtT  CARDS:  MCWsa 

Chicago  Hospital  8c 

MEDICAL  SCHOOL  Med  Coll 

StaM«,lH4 

Clinics 

Wl.  1980 

MEDICAL  SCHOOL  Univ  of 

RESIDENCIES:  Med  Coll  of 

Louisville,  1959 

Wl 

MMHIa 

INTERNSHIPS:  Norton  Meml 

TEACHING  POSITION; 

MEDICAL  SCHOOL  Med  CoU 

Hosp,  Louisville,  1957 

Assistant  Clinical 

Amritsar.  India,  1970 

RESIDENCIES:  Mayo  Clinic, 

Pitrfessor.  Med  CoU  of  Wl 

INTERNSHIPS:  Hutzel  Hosp. 

1965 

Detroit,  1973 

HOURS:  Evening 

RESIDENCIES:  Sinai  Hosp. 

MEDICAL  SCHOOL  Marquette 

Detroit  &  Mihv.  1977 

TMiir«,jM«fk 

Univ.  1965 

ttRVICBi  Venipuncture 

MEDICAL  SCHOOL 

INTERNSHIPS:  Mihv  Co  Gen 

HOURS:  Evenings  & 

Northwestern  Univ,  1965 

Hosp.  1966 

Weekends 

INTERNSHIPS:  Cook  Co 

RESIDENCIES:  Marquette 

Hosp,  Chicago,  1966 

Affil.  1970 

rt^Mtf  AniNMM 

RESIDENCIES:  Allegheny  Gen 

UKVICUa  Venipuncture 

MEDICAL  SCHOOL  Univ  of 

Hosp,  PitL  1971 

Michigan.  1981 

FELLOWSHIPS:  Mayo  Clinic 

MraKfil^  Mffy 

RESIDENCIES:  Mihvaukec 

Minnesou.  1968 

MEDICAL  SCHOOL  Univ  of 

County  Medical  Complex, 

Wl.  1985 

1986 

n>«,airii 

INTERNSHIPS:  Indiana  Univ 

TEACHING  POSITION: 

MEDICAL  SCHOOL  Univ  of 
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Kcnetfy,  fawtliy 

MEDICAL  SCHOOL:  UniV  of 

Iowa 
INTERNSHIPS  Parkland 

Hosp.  Univ  of  Texas 
RESIDENCIES  Parkland 

Hospital.  1989 
SCRVICES:  Venipuncture 

Morittl,  Myroa  Max 

MEDICAL  SCHOOL  Univ  of 

Illinois,  1971 

INTERNSHIPS:  Univ  of 

Illinois,  1972 

RESIDENCIES:  Univ  of 

Illinois,  1976 
SERVICES:  Venipuncture 

SdMhr.JokONiks 

MEDICAL  SCHOOL  Cornell 

Univ,  1961 
RESIDENCIES  St  Francis 

Hosp.  La  Crosse,  1970 
sannCES:  Venipuncture 

itmitmi  Mm  IMcamm 

MEDICAL  SCHOOL  Univ  of 
WI,  1978 

INTERNSHIPS:  Univ  of  Wl 

RESIDENCIES:  Univ  of  WI, 

1983 
SStVKSS:  Venipuncture 

MEDICAL  SCHOOL: 

Northwestern  Univ,  1963 
INTERNSHIPS:  Wesley  Hosp, 

Chicago,  1964 
RESIDENCIES  Med  Coll  WI, 

1971 
SEKVKES:  Venipuncture 


of 


■nsk«wih,R*giDoldC 

MEDICAL  SCHCXJL  Univ 

WI,  1973 
INTERNSHIPS  Univ  of  WI 
1974 

RESIDENCIES  Univ  of  WI, 

1978 


Graf,  Richard  Aa^ew 

MEDICAL  SCHOOL  Univ  of 

WI,  1956 
INTERNSHIPS:  Univ  of  Texas, 

1956 
RESIDENCIES:  Univ  oflowa, 

1964 

CREDIT  CARDS:  MC  &  Visa 


Graeobar^  Eari  Barry 

MEDICAL  SCHOOL:  Univ  of 

Miami,  1963 

INTERNSHIPS:  LA.  CoiUlty 

Hosp,  1964 
RESIDENCIES  US  Naval 
Hosp  USS  Repose,  1970 

Kajjltsd^  Mkhad  Ervii 

MEDICAL  SCHOOL  Loyola 

Stritch,  1980 
RESIDENCIES:  Univ  of  Wl, 

1985 
CREDIT  C4RDS  MC  &  Visa 

U(Udef,GaryHyvta 

MEDIC\L  SCHOOL:  Univ  of 

WI,  1971 
I.VTERNSHIPS  San  Francisco 

Hosp,  1972 
RESIDENCIES:  Univ  of 

California,  1977 


MEDICAL  SCHOOL  Univ  of 

Minn,  1963 

INTERNSHIPS:  VA  Hosp  & 

Minn  Hosp,  1971 
CREDIT  CARDS  MC  &  Visa 

MflM^  VMNII  H« 

MEDICAL  SCHOOL  Univ  of 

Tabriz  (Iran),  1961 
INTERNSHIPS:  Providence 

Hosp  Wash,  1965 
RESIDENCIES:  Univ  WI,  1969 
CREDIT  CARDS:  MC  &  Visa 

Mtssta^ErfwsdM 

MEDICAL  SCHOOL  Univ  of 

Tabriz  (Iran),  1961 
INTERNSHIPS  Providence 

Hosp  Washington,  1965 
RESIDENCIES:  Stanford  Univ, 

1978 

Moo«,nMlhyDovid 

MEDICAL  SCHOOL.  Univ  of 

Edinburgh  (Scotland), 
1972 
RESIDENCIES:  Queen's  Univ, 
Canada,  1980 

S^liFradJiUo 

MEDICAL  SCHCXJL 

Northwestern  Univ,  1982 
RESIDENCIES  Surgery; 
Northwestern  Univ,  1984: 
Urol;  Univ  of  Chicago, 
1987 

UoUi^DavidT 

MEDICAL  SCHOOL: 

Northwestern  Univ,  1959 
INTERNSHIPS  Cook  Co 
Hosp,  Chicago,  I960 


RESIDENCIES:  Northwestern 
Univ,  Chicago,  1964 

Wotarv  Rari  F 

MEDICAL  SCHOOL  Wayne 

Univ,  1961 
INTERNSHIPS  Grace  Hosp, 

Detroit.  1963 
RESIDENCIES  Marquette 

Univ.  1966 

Wageok*,  Mm  D. 

MEDICAL  SCHOOL  Univ  of 
WI 

INTERNSHIPS:  San  Joaquin 
Genl.  Stockton,  1972 

RESIDENCIES  Univ  of  WI, 
1976 

CREDIT  cytDS  MC  &  Visa 

■HiWAWB     JHi 

Aadres,  Froads  I. 

MEDICAL  SCHCXJL  Marquette 

Univ,  1958 
INTERNSHIPS:  St  Joseph 

Hosp,  Mihvaukcc,  1959 
RESIDENCIES:  St  Joseph 

Hosp,  Mihvaukee,  1963 

and  Med  Coll  WI,  1966 

A«tsky,WSaaiH,Jr. 

MEDICAL  SCHOOL   Med  Coll 

WI,  1977 

INTERNSHIPS:  Med  Coll  WI, 

1978 

RESIDENCIES:  Med  Coll  WI, 

1982 
(•goo^FnidtPUilp 

MEDICAL  SCHOOL  Univ  of 

Michigan,  1979 

INTERNSHIPS:  Univ  of 
Michigan,  Affil  Hosp, 
1981 

RESIDENCIES:  Univ  of 
Michigan,  AfTil  Hosp, 
1984 
SEKVKiS:  Venipunctiire 
CREDIT  CARDS:  Visa  &  MC 

koTM,  Oorfes  W. 

MEDICAL  SCHOOL  Univ  of 

Michigan,  1959 

INTERNSHIPS   Univ  of 

Michigan,  1960 

RESIDENCIES:  Univ  of 

Michigan,  1965 

Boont,  RiuMv  S. 

MEDICAL  SCHOOL  Univ  of 

Michigan,  1958 
INTERNSHIPS:  Univ  of 

Michigan,  1959 
RESIDENCIES  Univ  of 

Michigan,  A£GI  Hosp, 


1964 
SERVICES:  Venipuncture 
HOURS:  Weekend 

Dixon  Chirtoplwi 

MEDICAL  SCHOOL.  Med  Coll 

ofWI 
RESIDENCIES:  Wayne  State 

Univ,  Detroit 
FELLOWSHIPS:  Univ  of  CA  - 

San  Francisco 

TEACHING  POSITION: 

.Assistant  Professor,  .Med 

Coll  of  WI 
SERVICES:  Venipuncture 
CREDIT  CARDS  MC  &  Visa 


F«b«r,  TkooMS 

MEDICAL  SCHOOL  U 

WI.  1976 
INTERNSHIPS:  Univ  of  WI 

Affil  Hosps,  Madison, 
1977 

RESIDENCIES:  Univ  of  Wl 

Affil  Hosps,  Madison, 
1981 


of 


FiM,StMtW. 

MEDICAL  SCHOOL  Univ  of 

Louisville,  1963 
INTERNSHIPS:  Mount  Sinai, 

Milwaukee 
RESIDENCIES  Marquette 

Univ 


f  W.  Patridi,  Jr. 

MEDICAL  SCHOOL:  LSU  Sch 

Med,  New  Orleans.  1980 
INTERNSHIPS  Shands  Hosp. 

Gainesville,  1981 
RESIDENCIES  Ochsner 

Foundation  Hosp,  New 

Orleans,  1988 

Horiwvy,  RayMod 

MEDICAL  SCHOOL  Unjv  of 

WI,  1953 
INTERNSHIPS:  St.  Joseph's 

Hosp.  MiWaukee,  1954 
RESIDENCIES:  St.  Joseph's 

Hosp,  Mihvaukee,  1957 

iWi^  liiavf  C 

MEDICAL  SCHOOL 

Northwestern  Univ,  1986 
INTERNSHIPS  Passavant 

MemI  Hosp.,  Chicago, 

1967 
RESIDENCIES:  Northwestern 

Univ,  Chicago,  1974 

iMrrwi^  Riaard  A. 

MEDICAL  SCHOOL  Univ  of 

WI  Med  Sch,  1966 

INTERNSHIPS  Mihvaukee 

County  Hosp,  1967 


^ITH  PAGES- 


IT? 


RESIDE>ICIES:  Med  Coll  WI, 
1973 


MEDH  AL  SCHOOL  Univ  of 
Michigan,  1951 

INTERNSHIPS  Univ  of 

Michigan.  1952 

RESIDENCIES:  Univ  of 

Michigan,  1956 
SCRVKUs  Venipuncture 
HoiRS  Weekend 

JooksiH  H«tU  A. 

MEDICU.  SCJ100L  Mcd  CoU 
WI 

KMm^  MM  W  tSlMIMI 
MEDICAL  SCHOOL  John 

Hopkins  Univ.  1947 

INTERNSHIPS:  St  Lukc's 

Hosp,  Chicago.  1948 
RESIDENCIES:  John  Hopkins, 
1949.  Wesle>'  Mcml  Hosp, 
Chicago.  1951 

MEDICAL  SCHOOL  Univ  of 

Oregon.  1963 
INTERNSHIPS:  LA.  County 
Hosp.  1964 

RESIDENCIES:  Univ  of 

Oregon,  1968 

TEACHING  POSmON: 

Chairman,  Dept  of 
Urology,  Mcd  CoU  WI 
SiRVKES:  Venipuncture 
HOURS  Evenings  &  Weekends 


MEDICAL  SCHOOL  J  ohns 

Hopkins  Univ,  1979 
INTERNSHIPS:  Johns 

Hopkins  Hosp.  1980 
RESIDENCIES:  Johns  Hopkins 

Hosp,  1986 

TEACHING  POSITION 

Professor  Med  CoU  Wise 
and  Director,  Med  Coll 
Wise  Prostate  Center 
SERVKB:  Venipuncture 
CREDrr  CARDS:  MC  &  Visa 

■KSh.Akia'vJ- 

MEDICAL  SCHOOL  Med  Coll 

Wise  1956 
INTERNSHIPS:  Univ  of  Iowa 

Hosp 
RESIDENCIES:  Surgery,  St 

Joseph  Hosp,  1961; 

Rochester  Med  Ctr,  1965 

TEACHING  POSmON; 

Assistant  Clinical 
Professor,  Med  CoU  WI 


MEDICAL  SCHOOL  Univ 

Sanlo  Tonus,  Manila, 

1971 
INTERNSHIPS:  Evangelical 

Deaconess  Hosp, 

Mihvaukec,  1973 
RESIDENCIES:  Sur^,  Mt.  Sinai 

Hosp,  N.Y.,  1976;  Urol, 

U  Jewish,  N.Y.,  1980 

Otta^SMMlJ. 

medicjU.  SCHOOL  Univ  of 

WI,  1971 
INTERNSHIPS:  York  Hosp, 

PA.  1972 

RESIDENCIES:  Med  CoU  WI, 

1978 

MEDICAL  SCHOOL  Meharry, 

1951 
INTERNSHIPS:  Fordham 

Hosp,  N.Y,  1952 

RESIDENCIES:  Med  CoU  WI, 

1958 

TEACHING  POSmoN: 

Professor,  Med  CoU  WI 
HOURS:  Evenings 


MEDICAL  SCHOOL  St. 

Ceorges  Univ,  Grenada, 
1981 
RESIDENCIES:  Surgery,  St 
Josephs  Hosp,  Mihv, 
1981;  Urol,  Buttcrworth 
Hosp.  Mich,  1986 

RasBHSi^  Rib«t  Joan 

MEDICAL  SCHOOL  Univ  of 

Wisconsin,  1957 
RESIDENCIES:  Mihvaukee 
County  Hosp,  1962 

akr.MaDmM 

MEDICAL  SCHOOL  Marquette 
Univ.  1947 

INTERNSHIPS  Albert 

Einstein.  PA,  1948 

RESIDENCIES:  Affil  Hosp, 

Univ  of  WI,  1954 
TEACHING  POSITION: 

Professor,  Med  CoU  WI 


,Pttar 

MEDICAL  SCHOOL  Univ  of 

WI,  1983 
INTERNSHIPS:  Rush  Ptesb-SL 


Lukes,  Chicago 
RESIDENCIES  Rush  Presb-Sl. 
Lukes.  Chicago 

Uww.laiyH. 

MEDICAL  SCHOOL  Univ  of 


wfwskf  JflM  Pfllrkx 

MEDICAL  SCHOOL:  Marquette 

Unversity,  1967 
INTERNSHIPS  Chelsea  Naval 

Hosp  Boston,  1968 
RESIDENCIES:  Medical 

County  General  Hospital, 

1976 

TEACHING  POSITION: 

Assistand  Chnical 
Professor,  Med  CoU  WI 

SOKVKESi  Venipuncture 

HOURS:  Weekends 

WdswlHOaktUoMiJ 

MEDICAL  SCHOOL  Chicago 

Med  Sch,  1955 
INTERNSHIPS:  MiKvaukee 

County  Hosp,  1956 

RESIDENCIES:  VA  Hosp,  1960 


WHAT'S  UP  NEXT 

SPECIAL  REPORTS 

\Wsconsin  Managed  Care  Options 
Heart  Disease 

WOMEN'S  HEALTH  Uterine  Cancer 

MEN'S  HEALTH   Colon  Cancer 

SENIORS'  HEALTH   Nursing  Homes 

CHILDREN'S  HEALTH  Pediatricians 

WELLNESS  Stop  Smoking  Programs 

ouiDEUNES   Lower  Back  Pain 

PLUS:  Dental  Care  and  a  Guide  to  Local  Dentists 
Health  Care  Reimbursement  Accounts 
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Many  loaterjotol  spacies 

aaroaynamK  'V  skapta 
floJu     Thg  igaa  prra  CTvaUs 
an  aeroaynamtc  araft,  aasing 

flocJt.    InJwtduw  phtu  ttJte 
tuTTu  jhpng  at  ma  front, 
gkarjng  tke  toofitioaa  evenly 


In  r^^ture,  Individual  Enorts  Produce  CrrouJ)  ibueeess. 

\\^  C^  Use  That  Lesson  jB  C<)ntrol  Healtn  Care  Go^ 

\^  Delieve  mat  everyone  —  insurance  companies,  meaical  proiessionals, 
government  agencies,  employers,  inoiviauals  —  nas  a  responsitility  to  wort 
togetner  to  nelp  contain  nealtn  care  costs. 

Tkat's  wLy  tke  Mutual  ot  Omaha  Companies  are  implementing  new  and 
innovative  ways  to  contain  nealtn  care  costs,  incluoing  paperless  claims,  iraua 
detection,  Bill  Cneck  wnicn  rewards  consumers  lor  detecting  oilling  errors,  and  a 
variety  oi  managed  care  plans  to  control  costs  at  all  levels. 

For  more  information  on  tne  Mutiial  or  Omaha  Companies'  cost-control 
programs,  call  us  toll-free  at  1-800-223-6927.    If  you're  a 
member  of  a  trade  association  or  professional  group,  sucn  as 
National  Small  Business  United,  ask  atout  reduced  rates  or 
enhanced  benefits  from  tne  Mutual  of  Omaha  Companies. 


o 


MtfiiHi^Oiiiiwa 


Rxttectuig^u  In\^4ys  No  One  EverTKouglit  Of  Before." 
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Subcommittee  on  Regulation,  Business  Opportunities, 
and  Technology 


Informed  Consent:   The  Role  Of  Consumer  Choice 
In  Improving  The  Quality  Of  Health  Care 


Monday,  June  28,  1993 


Testimony  of 

Edward  Hannan,  Ph.D. 

Consultant  to  the  New  York  State  Health  Department 

Albany,  N.Y. 
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For  Bor*  than  two  d«cad«s,  Th«  N«w  York  Stata  D«partBCi^ 
Health  hfis  convened  a' Cardiac  Advisory  Comittee,  ^loh  consists 
prlBarlly  of  practioing  cardiac  surgeons  and  cardiologists  Irom 
New  York  as  well  as  physicians  and  researchers  fros  other  states. 
The  Committee  Is  responsible  for  Investigating  Issues  related  to 
quality  assurance ,  appropriateness  of  surgery/  and  prevention  and 
control  of  cardiovascular  disease.  In  1988,  the  Departaient  and 
the  Connittee  develop^  a  fora  for  collecting  clinical  data  for 
all  patients  undergoing  open  heart  surgery  after  Jemuary  1,  1989. 
The  cardiac  surgery  departnents  in  all  30  hospitals  performing 
cardiac  surgery  in  New  York  collect  the  data,  code  it  on  a 
personal  computer «  and  then  submit  it  to  the  Department  of 
Health. 

The  major  purposes  of  this  data  registry  are  to  (1)  prdvide 
information  to  hospitals  that  would  aid  them  In  assessing  ard 
Improving  their  quality  of  care,  and  in  determining  when  cazdiac 
surgery  is  appropriate,  (2)  assist  the  New  York  State  Department 
of  Health  in  its  quality  assurance  activities,  and  (3)  to  pzovide 
consumers  with  information  that  would  aid  them  in  selecting 
providers  of  cardiac  purgery. 

Focusing  on  coronary  artery  bypass  graft  surgery,  whicl; 
comprises  about  75%  of  all  cardiac  surgery,  the  Department  cl 
Health  has  used  Information  from  the  registry  to  develop  a 
statistical  model  that  determines  which  pre^-operative  risk 
factors  in  the  data  system  are  significantly  related  to  in- 
hospltal  death  and  complications,  and  predicts  the  probabililty  of 


P.3 
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P.4 


that 


to 


th«s«  adverea  outcomes  given  th«  prftfl^aoe  of  various  rivK 
factors.  The  atatlstioal  modal  is  also  us«d  to  assoss  provjLdar 
outooaes  by  obtaining;  a  pradicted  mortality  rata  for  each 
provider  and  coaparii^  it  to  the  provider's  actual  Hortalitjr 
rata. 

Data  froB  the  systea  fora  the  foundation  upon  which  naiy 
quality  iaprovenent  activities  are  based.  Hospitals  at  whisb 
bypass  surgery  is  periforaed  receive  data  on  a  regular  basis 
report  their  actual  and  risk-adjusted  aoxrtality  rates. 
Kxaninations  of  these  data  have  led  individual  institutions 
aaJce  specific  changes'  in  their  oeurdiac  surgery  prograas. 
Furthermore ,  the  Department  of  Health  provides  each  hospita!.  with 
a  personal  computer  diskette  i^ich  contains  a  list  of  the  pre- 
operative risk  factors  for  CABO  surgery  that  are  significant  ly 
related  to  inpatient  aortality.  Users  check  vhich  of  the  risk 
factors  are  present  in  a  given  patient,  and  are  then  provided 
with  the  predicted  probability  of  in-hospital  aortality  for  the 
C2VBG  surgery  patient  on  the  basis  of  New  York  State  experleioe. 
Another  diskette  provides  each  hospital  with  surgeon-specific 
information  on  the  number  of  cabg  operations,  number  of  deaths, 
crude  mortality  rate,  and  risk-adjusted  mortality  rate  for  a 
specified  time  interval. 

Guided  by  the  Cardiac  Advisory  Comal ttee,  the  Depetrtaent  of 
Health  also  uses  these  data  to  assist  specific  quality 
improvement  interventions  In  hospitals  with  the  highest  risk- 
ad  justed  aortality  rates.  These  interventions  have  included 


site 
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visits,  coBprehensiv«i  consultations,  and  placing  soma  progr  ubs  on 
a  period  of  probation  until  recomandad  changes  are  instituted  to 
improve  quality  of  care. 

With  regard  to  cnnsuaer  infomation  for  CABG  surgery,  :rYSDOB 
has  publicly  released  inforaation  by  hospital  on  voltimes  of 
cases,  actual  mortality  rates,  and  risk-adjusted  mortality  rates 
as  well  as  identifying  which  hospitals  have  significfuitly  h.gber 
and  lover  mortality  rates  than  expected.  Hospital  -  specif:  o 
results  have  been  relieased  since  1990,  and  surgeon  -  specific 
results  since  1991.   In  1992,  the  Department  released  sxirgeen 
risk-adjusted  CAB6  mortality  rates  for  the  three  year  perio<, 
1989-1991  for  surgeons  who  had  performed  at  least  200  isolated 
CABO  operations  in  the  time  period. 

We  believe  that  this  quality  improvement  program,  ba8e4  on 
the  collection  and  dissemination  of  risk~adjusted  mortality  data 
for  CABC  surgery,  played  a  significant  role  in  improving  the 
performance  of  this  procedure  in  Mew  York.  The  actual  in- 
hospital  mortality  rates  in  the  four  years  the  system  has  b^en  in 
operation  are  as  follows: 


P.5 


isac 

MprtftlitY  Rattt 

1989 

3.52% 

1990 

3.14% 

1991 

3.08% 

1992 

2.72% 
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Thtt  acTtual  sortality  rate  decreased  substantially  (by  ^3%) 
during  this  period  dijsplte  the  fact  that  the  average  severljcy  of 
Illness  of  patients  ijndergolng  surgery  Increased.  Also,  th» 
conoonltant  decrease  iln  the  actual  mortality  rate  and  Inoreise  In 
average  patient  severity  of  Illness  led  to  an  even  larger  3{st 
decrease  In  risk-adjusted  mortality  rate  from  4.26%  In  1989  to 
2.72%  in  1991.  The  risk-adjusted  BK)rtallty  rate  Is  a  measufe  of 
outcome  after  having  adjusted  for  differences  In  patient 
severity. 

In  1991,  the  Department  of  Health  Instituted  a  similar 
program  in  ccroncury  angioplasty,  and  efforts  have  already  b^gun 
to  collect  data  related  to  the  care  of  trauma  patients  and 
neonatal  intensive  cars  patients  in  preparation  for  as8essi49 
provider  outcomes. 
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Foreword 

This  report  detaHs  a  significant  success  story,  which 
attests  to  the  ability  of  surgeons,  ho^>Uals  and  the 
state  D^xtrtmeru  of  Health  to  work  together  to 
improve  the  quality  of  services  offered  to  coronary 
artery  bypass  surgery  patients  in  New  York  State. 

Simpfyput,  with  the  number  of  operations  done 
each  year  increasing,  and  the  severity  of  patient 
illness  also  increasing,  the  mortality  rate  has 
declined  marbedfy.  This  is  obviously  excellent  news 
for  patients  who  need  bypass  surgery  in  New  York 
State.  Though  precisely  comparable  national 
numbers  are  not  available,  all  evidence  indicated 
that  the  record  in  New  York  State  is  better  than  that 
achieved  elsewhere  in  the  country.  It  is  also  notable 
that  the  highest  quality  surgery  is  available 
throughout  this  large  and  diverse  state,  not  fust  in 
Manhattan. 

The  coronary  bjpass  surgery  study  and  the  results 
presented  here  are  the  result  of  a  unique 
collaboration.  A  Cardiac  Advisory  Committee 
(CAO  composed  of  practicing  cardiac  surgeons 
and  others  in  the  field — from  New  York  and 
elsewhere  —  has  committed  itself  to  set  standards 
and  goals  for  the  cardiac  surgery  centers  and 


physicians  in  the  slate.  The  hospitals  and  physicians 
engaged  in  this  practice  have  voluntarily 
participated  in  a  ^jecial  effort  to  collect  and  share 
precise  and  meaningfid  data  about  their  patients 
and  the  outcome  of  surgery.  Using  a  risk-adjustment 
formuia  crafled  with  the  CAC,  the  Departmeru  of 
Health  is  then  able  to  compile  and  provide  to  the 
ho^Htals  and  physicians  involved  a  clear  picture  of 
their  ownperfbmumce,  and  its  relationship  to  the 
perfonrumce  of  others.  This  allows  comparison,  and 
most  importarufy,  has  identified  opportunities  for 
quality  improvement.  Hospitals  and  physicians  are 
taking  advantage  of  these  positive  opportunities. 

Tie  Departmeru  of  Health  believes  that  the 
information  that  helps  facilities  and  physicians 
make  these  improvements  can  also  be  valuable  to 
prospective  patierus  and  their  families.  The  CAC 
agrees,  and  has  recommended  that  the  Department 
publish  this  report  and  annual  updates  in  years  to 
come.  The  D^rtmeru  unll  work  with  the  physicians 
and  ho^ritals  to  assure  that  patients  have  the  widest 
possible  access  to  this  information,  and  an 
opportunity  to  discuss  U  with  their  physicians. 


^(/CjL^o^i 


Mark  R  Chassin,  M.D.,  Commissioner 
New  York  State  Department  of  Health 
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INTRODUCTION 

The  New  York  State  Department  of  Health  has  a 
long-standing  program  designed  to  improve 
outcomes  in  persons  with  heart  disease.  This 
program  has  been  directed  toward 
(1)  understanding  the  charaaeristics  of  individual 
piatients  which  adversely  affect  outcomes, 
(Z)  improving  the  results  of  interventional  and 
noninterveruional  treatment  of  heart  disease, 
O)  improving  the  provision  of  cardiac  care,  and, 
(4)  providing  information  to  the  public  that  allows 
individuals  to  make  better  informed  decisions  about 
their  own  care.  An  essential  feature  of  the  program 
are  sophisticated  statistical  analyses  of  the  effect  of 
patient  and  treatment  characteristics  (described  here 
as  significant  risk  faaors)  on  p>atient  outcome.  These 
studies  were  developed  by  the  Department  under 
the  guidance  of  the  New  York  State  Cardiac 
Advisory  Committee,  consisting  of  independent 
practicing  cardiac  surgeons,  cardiologists  and  other 
professionals  in  related  fields. 

The  resulting  information  allows  an  assessment  of 
the  performance  of  surgeons  and  hospitals  over 
time,  indep)eixlent  of  the  severity  of  the  individual 
patient's  pre-op)erative  conditioa 

This  report  descrih)es  the  program  and  evaluates  the 
performance  of  hospitals  and  surgeons  in  New  York 
State  in  terms  of  hospital  deaths  after  coronary 
artery  bypass  graft  (CABG)  surgery. 

RESULTS  SUMMARY 

From  the  beginning  of  this  phase  of  the  cardiac 
program  in  1989,  through  1991  (the  latest  year  for 
whidi  data  are  available),  the  improvement  in 
cardiac  surgery  outcomes  has  been  dramatic.  The 
number  of  coronary  artery  bypass  operations  rose 
fiom  12,269  in  1989  to  14,944  in  1991,  and  the 
patients  op)erated  on  had  higher  pre-op)erative  risks 
overall.  Still,  mortality  decreased.  The  key  indicator, 
risk-adjusted  mortality,  dropped  from  4.25%  in  1989 
to  2.72%  in  1991,  a  36%  decrease. 

DATA  AND  METHODOLOGY 

For  each  patient  receiving  major  cardiac  surgery 
who  was  discharged  on  or  after  January  1,  1989,  the 
cardiac  surgery  dep»artment  of  the  hospital  at  which 
the  surgery  was  p)erformed  has  filled  out  a  two  page 
form  that  contains  demographic  information; 
patient,  hospital,  and  surgeon  identifiers; 
prec)p)erative  risk  faaors;  complications  during 
surgery  or  p)ost-surgical  care;  dates  of  admission, 
discharge,  and  suigery;  and  discharge  disposition 
(alive  or  dead).  Cardiac  surgery  departments  then 


transfer  this  information  to  a  personal  computer 
diskette  using  data  entry  software  that  contains  edit 
checks  for  various  data  entry  omissions,  errors,  and 
inconsistencies.  The  diskettes  are  then  sent  each 
calendar  quarter  to  the  Department  of  Health, 
which  acts  as  the  data  coordinating  and  analysis 
center. 

METHODS  USED  AND  PRODUCTS 
DEVELOPED 

In  order  to  use  these  data  for  the  purposes  outlined 
above,  it  was  necessary  to  determine  which  of  the 
preoperative  risk  factors  contained  on  the  form 
were  significant  predictors  of  adverse  outcomes, 
and  how  to  weight  these  risk  factors  in  order  to 
predict  the  chance  of  any  given  patient 
expieriencing  an  adverse  outcome.  For  example,  an 
80-year-old  patient  with  diabetes  and  a  previous 
myocardial  infarction  (heart  attack)  will  have  a 
higher  risk  of  dying  in  the  hospital  than  a  40-year- 
old  patient  with  no  signiTtcant  risk  factors.  This 
information  is  provided  to  hospitals  annually  on  a 
personal  computer  diskette  that  enables  them  to 
predict  the  risk  of  in-hospital  mortality  for  each 
patient  being  considered  for  CABG  surgery  based 
on  the  patient's  mix  of  risk  factors. 

It  was  also  necessary  to  adjust  the  outcomes  for 
each  hospital  so  that  differences  in  the  average 
patient  severity  of  illness  would  be  accounted  for, 
and  hospitals  treating  the  most  severely  ill  patients 
would  not  be  unfairly  penalized.  This  "risk-adjusted" 
mortality  rate,  also  called  the  indirectly  standardized 
mortality  rate,  is  an  estimate  of  what  a  hospital's 
mortality  rate  would  have  been  if  its  patients  had 
exactly  the  same  risk  factors  as  all  other  hospitals. 

Risk-adjusted  mortality  rates  are  calculated  for  each 
hospital  p>erforming  CABG  suigery  and  this 
information  has  been  provided  to  hospitals  and  the 
public  in  1989  and  1990.  Each  hospital  is  also  given 
a  personal  computer  diskette  each  year  containing 
software  that  enables  it  to  calculate  the  risk-adjusted 
mortality  rates  for  each  of  its  surgeons  for  any 
specified  period  during  the  year. 

QUALnY  IMPROVEMENT  ACTIVITIES 

In  addition  to  providing  useful  information  to  each 
participating  hospital,  both  the  Cardiac  Advisory 
Committee  and  the  Department  of  Health  are 
involved  in  more  active  quality  improvement  The 
Cardiac  Advisory  Committee,  assisting  in  the 
interpretation  of  data,  advises  the  DepartmeiU  on 
whidi  hospital  surgery  programs  need  sp)ecial 
attention.  Committee  members  have  also  conducted 
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site  visits  to  certain  hospitals,  and  recommended 
that  other  facilities  be  directed  to  obtain  outside 
consultant  experts  to  design  improvements  for  their 
programs.  The  Committee  and  the  Department  also 
directed  that  all  participating  hospitals  condua  a 
specific  review  of  all  surgeons  performing  fewer 
than  50  coronary  artery  bypass  ojjerations  a  year  at 
that  facility,  and  of  11  surgeons  with  a  risk  adjusted 
mortality  exceeding  150%  of  the  statewide  rate. 

Hospitals  have  taken  different  steps  to  deal  with  the 
issues  involved  Some  were  placed  on  probation.  In 
one  case,  a  hospital  suspended  its  program 
tempxjrarily  while  making  changes.  Some  surgeons 
were  replaced.  Other  programs  refined  p»atjent 
selection  criteria.  Facilities  have  begun  evaluating 
patients  more  closely  for  pre-operative  risk  and 
directing  patients  to  the  appropriate  surgeon.  The 
overall  results  of  this  ongoing  review  demonstrate 
that  significant  progress  is  being  made. 

nsTiNG  ABiLmr  of  statistical  model  to 

PREDia  MORTALITY 

The  risk-adjustment  process  consists  of  using 
statewide  information  to  predia  a  patient's  chance 
of  dying  during  or  after  CABG  surgery  before  being 
discharged  from  the  hospital.  These  predictions  are 
in  turn  used  in  the  process  of  calculating  risk- 
adjusted  mortality  rates,  and  in  assessing  hospital 
and  surgeon  performance.  A  legitimate  concern  of 
hospitals,  surgeons,  and  consumers  is  that  the 
predictions  on  which  the  assessments  are  based  are 


sufficiently  accurate.  This  is  of  particular  concern  for 
the  most  difficult  cases,  because  if  the  system 
underestimates  their  risk,  there  may  be  an  incentive 
for  surgeons  not  to  Ofjerate  on  these  patients.  Table 
1  presents  the  actual  and  prediaed  (expected) 
mortality  rates  for  patients  at  various  levels  of  risk, 
as  measured  by  ranges  of  prediaed  mortality  rates. 
Ranges  were  chosen  so  that  the  prediaed  number 
of  deaths  in  each  range  was  equal. 

The  actual  and  prediaed  mortality  rates  for  each 
group  of  patients  were  remarkably  similar.  There  is 
no  tendency  for  the  model  to  predia  fewer  deaths 
among  the  two  groups  of  patients  who  are  the  most 
severely  ill.  For  example,  the  model  predicts  that 
47.7%  of  patients  in  the  highest  risk  group  would 
die  following  surgery,  and  42.6%  did  die.  There 
were  no  statistically  significant  differences  between 
actual  and  prediaed  deaths  in  any  of  the  ten 
subgroups  studied.  This  analysis  leads  us  to 
conclude  that  the  model  is  sufficiently  accurate  for 
the  purpose  of  adjusting  mortality  rates  to  account 
for  differences  in  severity  of  illness. 

RESULTS 

199IRbkFocton 

The  significant  preoperative  risk  faaors  in  1991  and 
their  "odds  ratios"  are  presented  in  Table  2. 

Roughly  speaking,  the  odds  ratio  for  a  risk  faaor 
represents  the  number  of  times  more  likely  a  patient 
with  the  risk  faaor  is  of  dying  in  the  hospital  during 
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Hospital  Deaths 
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(Number) 
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Patients 
(n) 

Actual 

Expected      Pfordiff 

Actual 

Expected 

22-1  33 

14304 

117 

133                  16 

0.82 

093 

1  34-  1  97 

8253 

121 

133                  3 

1  47 

1  61 

1.98-2  73 

5748 

141 

133                  5 

245 

2  32 

2  74-3  77 

4146 

130 

133                 8 

3.14 

321 

3  78-5  15 

3034 

143 

133                 .4 

4.71 

439 

5  16-7  15 

2207 

152 

133                 09 

689 

603 

7  16-1052 

1546 

142 

133                 4 

9  19 

861 

10.53-1641 

1029 

139 

133                  6 

13  51 

12  94 

1642-31  17 

615 

127 

133                .5 

2065 

21  68 

31  29-9703 

277 

118 

132                .09 

4260 

47.71 

Total 

41159 

1330 

323% 

1 
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Table  2    Multivanable  risk  factor  equation  for  hospital  deaths  in  New  York  State  m  1991. 

Logistic 

Patient  Risk  Factors  for  Hospital  Deaths 

.   OHric  R^tm 

Coefficient 

P-value 

*   V,/UU3  r\aiiw 

Demographic 

Age 

00323 

<  0001 

1  03 

Female  Gender 

0.4096 

0002 

1.51 

Coronary  Disease 

Left  Mam  Stenosis  >50''/b 

02425 

0349 

1.27 

3  System  Stenoses  >70% 

02633 

0207 

1  30 

Myocardial  Ischemia 

CCS  Class  IV 

0.2435 

0418 

1  28 

Ventricular  Function 

Previous  Ml  <6  hours 

06104 

0279 

1  84 

Ejection  Fraction  <  20 

08503 

.0025 

2.34 

Ejection  Fraction  .20-39 

04412 

0001 

1.55 

Secondary  Conditions 

Congestive  Heart  Failure 

03561 

0044 

1  43 

lABPPre-op 

04289 

0208 

1  54 

ECG  Evidence,  Left  Ventricular  Hypertrophy 

0.3581 

0039 

1  43 

Persistent  Ventricular  Arrhythmia 

04526 

0246 

1  57 

Severity  of  Atherosclerotic  Process 

Coexisting  Carotid  Disease 

04936 

0002 

1  64 

Aortoiliac  Disease 

03228 

0350 

1.38 

Calcified  Aorta 

06201 

0002 

1.86 

Secondary  Conditions 

Hemodynamic  Instability 

1  0152 

<  0001 

2.76 

Shock 

1 .9400 

<  0001 

6.96 

Renal  Failure 

1  0564 

0001 

2  88 

Hepatic  Failure 

1.6951 

0261 

5.45 

Nonelective  Surgery 

0.3246 

0147 

1  38 

Previous  Open  Heart  Operation  (>1) 

1  2324 

<0001 

343 

1 

or  after  CABG  surgery  than  a  patient  without  the 
risk  faaor,  all  other  risk  faaors  being  the  same.  For 
example,  the  odds  ratio  for  the  risk  factor 
"congestive  heart  failure"  is  1.43.  This  means  that  a 
patient  with  congestive  heart  failure  is 
approximately  1.43  times  as  likely  to  die  in  the 
hospital  as  a  patient  without  congestive  heart  failure 
who  has  the  same  other  significant  risk  factors. 

For  most  of  the  risk  factors  in  the  table,  there  are 
only  two  possibilities-  having  the  risk  faaor  or  not 
having  it  (for  example,  a  patient  either  has 
congestive  heart  failure  or  does  not  have  it). 
Exceptions  are  age  and  ejection  fraction.  Ejection 
fraction,  which  is  a  measure  of  the  ability  of  the 
heart's  left  ventricle  to  expel  blood  when  it 
contracts,  has  two  categories  representing  additional 
risk:  less  than  20%  and  between  20%  and  39%. 
Odds  ratios  for  both  of  these  risk  categories  are 
relative  to  patients  with  ejection  fractions  40%  or 
higher.  The  odds  ratio  for  age  pertains  to  the  risk 


that  is  incurred  with  each  additional  year  of  age. 
That  is,  an  individual  50  years  old  receiving  CABG 
surgery  is  about  1.03  times  as  likely  to  expire  in  the 
hospital  as  a  person  49  years  of  age  undergoing 
CABG  surgery,  and  an  individual  75  years  of  age  is 
about  1.03  times  as  likely  as  a  person  74  years  old 
of  dying  in  the  hospital. 

1991  HOSPITAL  OUTCOMES 

Table  3  presents  the  1991  CABG  surgery  results  for 
the  30  hospitals  performing  this  ojjeration  in  New 
York.  (Another  hospital,  Ellis  Hospital,  began 
performing  CABG  surgery  at  the  end  of  1991  but  its 
results  are  not  presented  here  because  a  very  small 
number  of  operations  were  performed). 

The  table  contains,  for  each  hospital,  the  number  of 
isolated  CABG  operations  {serformed  in  1991,  the 
number  of  in-hospital  deaths,  the  actual  mortality 
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Table  3:  Actual,  eFxpected, 

and  risk-adiusted  %  hospital  mortality  after  coronary  artery 

bypass  grafting  in  1991.  according  to  hospital 

Hospital  Deaths 

Risk-Ad)usted  % 

Hospital 

Patients 
(n) 

Expected 

% 

Mortality 

No 

Actual 
(Observed) 

% 

% 

95% 
Confidence 

Mortality 

Mortality 

Limits  (CL) 

Albany  Medical  Center 

831 

26 

3  13 

285 

338 

2  20-495 

Arnot-Ogden 

466 

13 

279 

2  14 

401 

2  13-685 

Bellevue 

59 

4 

678 

2.81 

742 

2.00-1900 

Beth  Israel 

169 

4 

2.37 

3.05 

239 

0.64-6.11 

Bmghamton  General 
Buffalo  General 

325 

8 

2  46 

3.35 

226 

0.98-4.46 

1151 

26 

226 

252 

276 

1  80-4  04 

Erie  County 

148 

5 

338 

193 

539 

1.74-12.59 

Lenox  Hill 

507 

18 

355 

3.17 

345 

204-5.45 

Long  Island  Jewish 

369 

13 

352 

2.70 

402 

2.14-6.88 

Maimonides 

608 

22 

3.62 

363 

307 

192-4  64 

Millard  Fillmore 

496 

15 

302 

2.44 

382 

2.14-6.30 

Montef  lore  Moses 

305 

5 

1.64 

282 

1.79 

0.58-4.18 

Montefiore  Weiier 

196 

0 

000 

2.29 

0.00** 

0.00-2.51 

Mount  Sinai 

497 

15 

302 

2.84 

3.28 

1.83-5.40 

New  York  Hospital 

831 

23 

2.77 

377 

2.26 

1.43-3.39 

North  Shore 

465 

16 

3.44 

3.25 

325 

186-5.28 

NYU  Medical  Center 

707 

31 

438 

538 

2.51 

1.70-3.56 

Presbyterian 

275 

10 

364 

295 

3  80 

1  82-6  99 

Rochester  General 

959 

22 

2.29 

3.40 

2  08 

1.30-3.15 

St.  Francis 

1261 

31 

246 

3  10 

244 

1.66-3.47 

S.  Joseph's 

521 

11 

2.11 

256 

253 

1  26-4.54 

St.  Luke's 

734 

24 

3.27 

2  44 

412 

2.64-6.13 

St  Peter's 

437 

20 

4  58 

2.12 

6.64* 

4.06-10.26 

St.  Vincent's 

481 

22 

4.57 

2.13 

661* 

4.14-10.01 

Strong  Memorial 

331 

14 

423 

364 

357 

195-5  99 

Univ  Hosp.  Brooklyn 

216 

12 

556 

237 

721* 

3.72-12.59 

University  Hospital 

277 

9 

325 

527 

1.90 

0.87-3.60 

Upstate  Medical  Center 

266 

12 

4.51 

2.71 

5  12 

2.64-8.95 

Westchester  Co. 

605 

18 

2  98 

2.66 

344 

2.04-5.44 

Winthrop 

451 

11 

2.44 

424 

1  77 

0.88-3  17 

Total 

14944 

460 

3.08 
(95%  CL 
2.81%- 
3.37%) 

*Risk-Ad|usted  %  hospital 

mortality  is 

highe 

rthan  statewide  rate  (P<0.05) 

**  Risk -Adjusted  %  hospital  mortality 

IS  lower  than  statewide  rate  (P<0.05) 

Note:  Confidence  limits q 

uantifv  the 

variability  that  is  inherent  in  the  statement  of  risk-       1 

adjusted  %  mortality   One  cannot  be  certain  that  the  risk-adjusted  mortality  for  Albany       | 

Medical  Center,  for  example,  is  3  38°/ii 

.  but  can  be  95%  certain  that  (m  this  study)  it  was        | 

somewhere  between  2  20%  and  4  95 

'^. 
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rate,  the  expeaed  mortality  rate,  the  risk-adjusted 
mortality  rate,  and  a  95%  confidence  interval  for  the 
risk-adjusted  mortality  rate.  Also  included  are  the 
number  of  of)erations,  deaths,  and  actual  mortality 
rate  for  the  entire  state.  Expected  mortality  rate  is  a 
measure  of  the  difficulty  of  the  CABG  operations 
performed  at  a  hospital;  higher  exjjected  rates 
correspond  to  more  difficult  cases  on  average.  The 
confidence  interval  can  be  regarded  as  the  range 
within  which  we  are  95%  confident  that  the  long- 
term  risk-adjusted  mortality  rate  for  the  hospital  lies. 

Note  that  14,944  isolated  CABG  operations  were 
performed  statewide  in  1991,  with  a  mortality  rate 
of  3.08%.  Hospital  risk-adjusted  mortality  rates 
ranged  from  0.00%  to  7.42%.  One  hospital 
(Montefiore  Weiler)  had  a  risk-adjusted  mortality 
rate  significantly  lower  than  the  statewide  rate  of 
3.08%  (as  evidenced  by  the  upper  limit  of  the 
confidence  interval  for  its  risk-adjusted  rate  (2.51%) 
being  less  than  3.08%),  and  three  hospitals  (St 
Peter's,  Sl  Vincent's,  and  University  Hospital  at 
Brooklyn  (Downstate  Medical  Center))  had  risk- 
adjusted  rates  significantly  higher  than  the  statewide 
rate,  as  evidenced  by  the  lower  limit  of  the 
confidence  intervals  for  their  risk-adjusted  rates 
being  hi^r  than  3-08%. 

1989-1991  STATEWIDE  DATA 

Table  4,  which  is  based  on  statistical  analyses  of  all 
three  years  of  data  now  available,  presents  annual 
statewide  information  regarding  the  volume,  actual 
mortality  rate,  expected  mortality  rate,  and  risk- 
adjusted  mortality  rate  for  isolated  CABG  surgery  in 
New  York. 

As  indicated  in  Table  4,  the  volume  of  isolated 
CABG  operations  in  New  York  rose  12.0%  from 
12,269  to  13,946  b«ween  1989  and  1990  and  rose 
7.2%  to  14,944  from  1990  to  1991.  This  was 
accompanied  by  a  drop  in  actual  in-hospital 
mortality  rates  from  3.52%  to  3.14%  to  3.08%  in  the 
three  year  period  The  actual  mortality  rate 


decreased  during  the  f)eriod  despite  the  fact  that  the 
average  severity  of  illness  of  patients  undergoing 
surgery  increased,  as  evidenced  by  the  inaease  in 
expected  mortality  rate  from  2.68%  in  1989  to  3.66% 
in  1991.  The  concomitant  decrease  in  the  actual 
mortality  rate  and  increase  in  average  patient 
severity  of  illness  led  to  a  large  decrease  in  risk- 
adjusted  mortality  rate  from  4.25%  in  1989  to  2.72% 
in  1991.  Since  the  risk-adjusted  mortality  rate  is  a 
measure  of  outcome  after  having  adjusted  for 
differences  in  patient  severity,  these  data  are 
evidence  of  a  major  improvement  in  CABG  surgery 
results  during  the  three  year  p)eriod. 

1989-1991  HOSPITAL  AND  SURGEON  DATA 

Table  5  provides  the  number  of  isolated  CABG 
ojserations,  number  of  CABG  patients  who  died  in 
the  hospital,  actual  mortality  rate,  exfjected  mortality 
rate,  and  risk-adjusted  mortality  rate  for  1989-1991 
for  each  of  the  30  hospitals  performing  CABG 
surgery  during  the  time  period.  The  same 
information,  listed  by  hospital  in  which  the 
op)erations  were  performed,  is  presented  for 
surgeons  who  performed  200  or  more  isolated 
CABG  operations  in  that  hospital  during  1989-1991. 
The  results  for  surgeons  who  performed  fewer  than 
200  isolated  CABG  operations  are  not  presented  by 
surgeon  rume  because,  in  the  judgment  of  the 
Department  of  Health,  the  volumes  are  not  high 
enough  to  be  indicative  of  future  performance. 
Instead,  these  data  are  grouped  together  and 
reported  as  "other  cases'  in  the  hospital  in  which 
the  operations  were  fjerformed.  Surgeons  who 
{jerformed  operations  in  more  than  one  hospital  are 
noted  in  the  table  and  are  listed  in  all  hospitals  in 
which  they  performed  200  or  more  operations. 
Also,  surgeons  and  hospitals  with  risk-adjusted 
morality  rates  that  are  significantly  lower  or  higher 
than  the  statewide  mortality  rate  are  noted  in  the 
table. 


Table  4;  Actual,  expected,  and  risk-adjusted  hospital  mortality 
after  coronary  artery  bypass  surgery,  1 989- 1 99 1 

Hospital 
Mortality 

1989 
(0  =  12,269) 

1990 
(n  =  13,946) 

1991 
(n  =  14,944) 

Actual 

Expected 

Risk-Adjusted 

352% 
268% 
425% 

3.14% 
3.26% 
3.11% 

3.08% 
3.66% 
2.72% 

1 
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Table  S:  Actual,  expected,  and  risk-adjusted  hospital  and  surgeon  mortality  after  coronary  artery  bypass 
grafting,  1989-1991 


Hospital  Deaths 

Risk-Adjusted  %  Mortality 

Actual 

Surgeon 

Patients 
(n) 

No. 

(Observed) 

% 
Mortality 

Expected 

% 
Mortality 

% 

95% 

Confidence 

Limits 

Albany  Medical  Center  Hospital 
#Britton  L 

413 

8 

194 

280 

224 

096-441 

Canavan  T 

452 

13 

2.88 

2.41 

3.85 

205659 

Foster  E 

250 

7 

2.80 

237 

382 

1.53-7  87 

Older  T 

339 

18 

531 

329 

521 

309824 

All  Others  (8) 

604 

25 

4.14 

320 

418 

270616 

TOTAL 

20S8 

71 

3.45 

286 

390 

304-4.91 

Arnot-Ogden  Memorial  Hospital 
Borja  A. 
Quintos  E. 

544 

22 

4.04 

3.19 

4.10 

257-621 

336 

12 

3.57 

3.11 

370 

1.91-6.47 

Vaughan  J. 
All  Others  (2) 

496 

13 

2.62 

2  89 

293 

1  56-5  01 

90 

4 

4.44 

249 

576 

TOTAL 

1466 

51 

348 

3.03 

371 

276-4  88 

Bellevue  Hospital  Center 
TOTAL 

188 

9 

479 

3.34 

463 

2  11-8.78 

Beth  Israel  Medial  Center 
TOTAL 

317 

8 

252 

3.75 

2.17 

094-4  29 

Binghamton  General  Hospital 
Cunningham  JR 
#YousufM 

399 

8 

201 

2  68 

2.42 

104-4.77 

398 

6 

1.51 

3.23 

1.51 

0  55-3.28 

All  Others  (1) 
TOTAL 

48 
845 

2 
16 

4.17 
1.89 

2.54 
2.93 

5.31 
2.09 

1  19-339 

Buffalo  General  Hospital 
Bergslana  J 
Bhayana  i 
Lajos  T 
Lewin  A 

562 
616 
589 

B 
15 
29 

1.42 
2.44 
492 

252 
268 

3.14 

183 
293 
507* 

079360 
164-4  84 
339728 

719 

14 

1.95 

2.42 

260 

142-4  37 

RazaS 

570 

n 

193 

259 

241 

1  20-4  31 

All  Others  (3) 
TOTAL 

154 
3210 

8 
85 

5.19 
265 

272 
2  66 

618 
321 

257397 

Erie  County  Medical  Center 

TOTAL 

364 

15 

4  12 

182 

731* 

4  09  12  07 

Lenox  Hill  Hospital 

Subramanian  V 

913 

29 

3  18 

3  93 

261 

1  75  3  75 

All  Others  (2) 

228 

4 

1  75 

3  02 

188 

0  51  4  81 

TOTAL 

1141 

33 

2  89 

3  75 

2  49 

1  72  3  50 

Long  Island  Jewish  Med  Center 
Graver  L 

378 

15 

397 

400 

321 

1  79-5  29 

#TyrasO 
All  Others  (2) 

366 

2 

055 

261 

068** 

0  08  2  44 

278 

12 

432 

3  65 

3  83 

1  97  6  68 

TOTAL 

1022 

29 

284 

341 

2  69 

1  80  3  87 

Maimonides  Medical  Center 
#Cunningham  JN 
Jacobowitz  1 

332 
916 

12 
32 

361 
349 

3  03 

4  23 

3  86 
2  67 

199  6  74 
182  3  76 

Sabado  M 

229 

12 

524 

621 

2  73 

1  41  4  76 

All  Others  (4) 
TOTAL 

87 
1564 

8 
64 

920 
4  09 

3  43 
422 

8  67 
3  13 

241  400 
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Millard  Fillmore  Hospital 
Aldiidge  J 
Cuarino  R 
Major  W 
Walsh  I 
All  Others  (1) 
TOTAL 

Monteliore  Medical  Center 
Moses  Division 
Altai  L 
#Biodman  R 
Merav  A 
All  Others  (2) 
TOTAL 

Montefiore  Medical  Center  - 
Weiler  Hospital 
#Sisto  D 
All  Others  (1) 
TOTAL 

Mount  Sinai  Hospital 
#Ergin  M 
#LansmanS 

All  Others  (4) 

TOTAL 

New  York  Hospital 
Gold  J 
IsomO 
Krieger  K 
langS 

All  Others  (2) 
TOTAL 

North  Shore  University  Hospital 
HallM 
Nelson  R 
Tortolani  A 
All  Others  (3) 
TOTAL 

New  York  University  Medical  Center 
#Colvin  S 

Culliford  A 

Esposito  R 
#Galloway  A 
#RibakoveG 

Spencer  F 

All  Others  (4) 

TOTAL 

Presbyterian  Hospital  - 
City  of  New  York 
RoseE 
Smith  C 
All  Others  (4) 
TOTAL 


297 

8 

269 

2  07 

4  20 

1  81  8  28 

268 

8 

2  99 

2  28 

4  22 

1  82  8  32 

270 

6 

2  22 

2  53 

2  84 

1  04  6  18 

336 

11 

327 

2  68 

3  95 

1  97  7  06 

188 

3 

160 

2  37 

2  18 

1359 

36 

2  65 

2  40 

3  57 

2  50  4  95 

34S 

6 

1  74 

3  03 

1  86 

0  68  4  04 

258 

6 

2  33 

2  82 

2  66 

0  97  5  79 

320 

10 

3  13 

3  36 

301 

1  44  5  53 

7 

1 

14  29 

5  28 

8  75 

930 

23 

247 

3  10 

2  58 

1  63  3  87 

413 

7 

169 

3  01 

1  82 

073375 

172 

4 

233 

290 

259 

585 

11 

1  88 

297 

2  04 

1  02  3  66 

579 

9 

1  55 

393 

1  28*' 

0  58  2  43 

398 

14 

3S2 

423 

2  69 

1  47  4  51 

507 

16 

3  16 

328 

3  11 

1  78  5  05 

1484 

39 

263 

379 

224** 

1  60  3  07 

255 

3 

1  18 

449 

085** 

0  17  2  47 

468 

14 

2  99 

366 

264 

1  44  4  43 

959 

23 

2  40 

379 

205** 

1  30-3  07 

740 

32 

432 

450 

3  11 

2  13439 

117 

3 

256 

2  89 

286 

2539 

75 

295 

400 

2  39** 

188  2  99 

579 

32 

553 

401 

4  45 

3  04  6  28 

243 

17 

700 

4  38 

5  16 

3  00  8  26 

416 

22 

529 

303 

564* 

354855 

91 

2 

220 

360 

197 

1329 

73 

549 

374 

4.74* 

372  596 

273 

9 

330 

497 

2  15 

0  98-4  07 

387 

7 

1.81 

341 

1  71 

069353 

293 

11 

375 

544 

223 

1  11  399 

285 

10 

351 

283 

401 

1  92  7  38 

254 

13 

5  12 

542 

305 

162  522 

316 

12 

380 

350 

350 

181  612 

309 

14 

453 

4  43 

331 

181  5  55 

2117 

76 

359 

422 

275 

2  17  3  44 

362 

12 

331 

352 

3  04 

1  57531 

255 

4 

1  57 

2  28 

2  22 

0  60  5  68 

175 

7 

400 

2  95 

4  38 

792 

23 

290 

3  00 

3  13 

1  98  4  70 
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Rochester  General  Hospital 
Cheeran  D 
Kirshr^er  R 
Knight  P 
Mijangos  J 
All  Others  (1) 
TOTAL 


606 
498 
619 
833 
107 
2663 


264 
281 
242 
300 
374 
278 


256 
363 
353 
3  83 
339 
342 


3  33 
2  50 
2  22 

2  53 

3  56 
263 


190  5  41 
1  37  4  20 
1  24  3  66 

1  64  3  74 

2  06  3  30 


5t  Francis  Hospital 

Damus  P  706 

Durban  L  369 

Hartstein  M  472 

Robinson  N  697 

Weisz  D  537 

Wisof  f  8  508 

All  Others  (4)  158 

TOTAL  3447 

St  Joseph's  Hospital  Health  Center 

Levy  I  l*\ 

#MarvastiM  501 

#RosenbergJ  512 

All  Others  (3)  M 

TOTAL  14^ 

St  Lukes  Roosevelt  Hospital  - 
St  Lukes  Hospital  Division 

Green  G  *35 

Mindich  B  516 

Swistel  D  *57 

Zadeh  B  M4 

All  Others  (3)  *] 

TOTAL  209^ 


6 
10 
12 
14 
20 
13 
13 
88 


11 
19 
22 
20 

4 
76 


085 
271 
254 
201 
372 
256 
823 
255 


499 

1  80 
078 

2  13 
221 


253 
368 
481 
3  11 
976 
363 


264 
462 
275 
326 
291 
331 
398 
320 


2  59 
2  63 
2  82 
251 
2  68 


1  84 
268 
338 
345 
4  02 
292 


1  04" 
190 

2  98 
199 
4  13 
250 
6  68 

258" 


621* 
2  20 
090* 
2  74 
266 


4  45 
4  44 
460 
291 
784 
402 


0  38  2  26 
091  349 

1  54  521 

1  09-3  34 

2  52  6  38 
1  33  427 

207  3  18 


3  62  9  95 
1  01  4  18 
0  24  2  29 

182  376 


2  22  7  96 
2  67  6  93 

2  88  6  97 
1  78  4  50 

3  17  503 


St.  Peters  Hospital 

#«OepanH 
#Mcllduff  J 
#  Millers 
All  Others 
TOTAL 


216 
315 
323 
91 
945 


5.56 
1  59 
402 
440 
360 


281 
233 
260 
2  31 
253 


6  38* 

221 

501 

615 

460 


329  11  15 
071  515 
266857 

3  18643 


St  Vincent's  Hospital  and  Medical 
Center 

#AcinapuraA 
McGinn  J 
All  Others  (6) 
TOTAL 


449 
208 
449 
1106 


19 
7 

28 
54 


423 
337 
624 
488 


299 
3  09 
282 
2  94 


4  58 
3  52 
7  14* 
537* 


2  76  7  15 
1  41  7  25 
4  74  1032 
403700 


Strong  Memorial  HospiUl 
Hicks  G 
Stewart  S 
All  Others  (1) 
TOTAL 


748 

216 

39 

1003 


21 
20 
5 
46 


281 
926 
12  82 
459 


3  33 
308 
401 
330 


2  72 
971* 
1034 
449* 


168  4  16 
593  1500 


328598 


State  University  Hospital  Upstate 
Medical  Center 

Brandt  B 
#Parkcr  F 
All  Others  (3) 
TOTAL 


231 
314 
206 
751 


390 
255 
388 
3.33 


286 
2  69 
2  20 
261 


440 

3  06 
5  71 

4  12 


2  01  8  35 
1  32603 
2  46  1125 
267609 
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University  Hospital 

(Stony  Brook) 

Hartman  A 

318 

7 

2  20 

3  90 

1  82 

0  73  3  75 

All  Others  (3) 

369 

16 

4  34 

5  43 

2  58 

1  47  4  19 

TOTAL 

687 

23 

3  35 

4  73 

2  29 

1  45  3  44 

University  Hosp  of  Brooklyn 
#ZisbrodZ 

374 

17 

4  55 

2  92 

5  04 

2  93  8  07 

All  Others  (7) 

294 

23 

7  82 

3  20 

7  90* 

5  00  11  85 

TOTAL 

668 

40 

599 

3  04 

6  36" 

4  54  8  66 

Westchester  County  Med  Ctr 

#Moggio  R 

370 

9 

243 

2  74 

287 

1  31  5  44 

Pooley  R 

330 

14 

4.24 

263 

5  22 

2  85  8  76 

Sarabu  M 

331 

8 

242 

2  97 

2  63 

1  13  5  18 

All  Others  (8) 

821 

23 

2  80 

262 

345 

2  19  5  18 

TOTAL 

18S2 

54 

292 

2  71 

3  48 

2  61  4  54 

Winthrop  -  Univ  Hosp 

Mohtashemi  M 

224 

8 

357 

274 

421 

1  81  8  29 

Scott  W 

226 

6 

265 

3  98 

2  15 

0  79  4  69 

All  Others  (7) 

736 

33 

448 

2  78 

5  22* 

3  59  7  33 

TOTAL 

1186 

47 

3  96 

300 

4  27 

3  14  5  68 

Total 

41159 

1330 

323 

*  RiSK  ADJUSTED  RATE  IS  SIGNIFICANTLY  HIGHER  THAN  STATEWIDE  RATE  (P<  05) 

•  'RISK  ADJUSTED  RATE  IS  SIGNIFICANTLY  LOWER  THAN  STATEWIDE  RATE  (P<  05) 

#  PERFORMED  OPERATIONS  IN  ANOTHER  NEW  YORK  STATE  HOSPITAL 
##PERFORMED  OPERATIONS  IN  TWO  OTHER  NEW  YORK  STATE  HOSPITALS 

NOTE    ONLY  SURGEONS  PERFORMING  200  OR  MORE  OPERATIONS  TOTAL  IN  1989  1991  ARE  LISTED 
BYNAME 
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CONCLUSION 

Mortality  following  CABG  suigery  improved 
substantially  in  New  York  State  between  1989  and 
1991.  The  Depaitment  of  Health  reoagnizes  that 
new  and  improved  surgical  methods  and  improved 
training  have  been  important  in  effecting  this 
change.  However,  it  is  the  opinion  of  the 
Depaitment  that  the  data  reporting  and  analysis 
system,  a  product  of  the  voluntary  participation  of 
institutions  and  surgeons,  has  also  played  an 
important  role  in  achieving  this  outcome. 

The  Department  of  Health  intends  to  continue  to 
release  annually  the  kind  of  information  contained 
in  this  report.  As  our  experience  grows,  both  in  the 
time  periods  covered  arid  in  the  numbers  of 


patients  included,  the  analyses  can  become  more 
sophisticated  and  specific.  The  usefulness  of  the 
repxxts  will  thereby  increase. 

The  usefulness  of  the  report  to  the  public  may  be 
limited  by  the  fact  that  many  of  the  risk  factors  are 
medical  conditioi«  that  are  unfamiliar  to  the  lay 
person.  Thus,  individuals  are  advised  to  consult 
their  (shysidans  before  concluding  they  do  or  do 
not  have  a  given  risk  factor  for  death  after  CABG 
surgery.  The  public  is  also  asked  to  remember  that 
these  data  and  analyses  do  not  include  information 
about  the  present,  1992.  Predictions  about  current 
and  future  outcomes  should  be  made  with  care,  and 
with  the  assistance  of  qualified  physicians  and 
surgeons. 
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INTRODUCTION 

Mr.  Chairman,  and  members  of  the  Committee,  we  appreciate  the 
opportunity  to  appear  before  the  subcommittee  to  discuss  the  type  of 
information  which  may  be  helpful  to  consumers  in  selecting  and  comparing 
health  plans,  including  information  on  hospitals  and  physicians.  We  would 
also  like  to  share  our  insights  and  experience  regarding  the  limitations  of 
current  clinical  data,  the  need  for  careful  analysis  and  interpretation  of 
clinical  data  and  suggestions  on  the  level  of  data  which  may  be  appropriate 
and  helpful  for  public  dissemination. 

Among  the  issues  we  would  like  to  highlight  in  our  testimony  are  the 
following: 

•  Data  that  is  disseminated,  to  any  audience,  must  be  clinically  reliable  and 
medically  meaningful. 

•  We  must  protect  against  the  release  of  clinically  unreliable  data  which  may 
unfairly  portray  a  provider's  responsibility  for  an  adverse  outcome. 

•  We  need  to  ensure  that  both  structure  and  process  are  taken  into  account, 
as  the  cause  of  an  adverse  patient  outcome  may  or  may  not  be  in  the  control 
of  an  individual  provider. 

•  And  that  data  is  not  released  which  does  not  accurately  reflect  or  explain 
possible  causes  for  outcomes  or  variation  such  as  case  mix  or  severity 
adjustment. 
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Mr.  Chairman,  you  have  been  a  leader  in  promoting  the  need  to  disseminate 
information  to  consvmiers  which  can  assist  them  in  being  better  informed 
consumers  of  health  care  through  your  efforts  to  create  the  National 
Practitioner's  Data  Bank.  We  support  that  effort  and  hope  that  today's 
hearing  will  illuminate  other  areas  where  it  may  be  appropriate  to  release 
medically  meaningful  and  clinically  reliable  information  to  consumers. 

CLINICAL  DATA  COLLECTION  AND  OUTCOMES  MEASUREMENT 

Common  to  every  discussion  of  health  care  reform,  regardless  of  political 
party,  is  the  desire  to  increase  the  level  of  meaningful  information  which  is 
available  to  health  care  patients,  providers  and  purchasers.  lameter  has  been 
engaged  in  this  endeavor  for  the  past  ten  years.  Thus,  we  are  committed  to 
the  principle  that  clinically  reliable  and  medically  meaningful  information  is 
a  critical  component  of  any  plan  to  successfully  reform  our  nation's  health 
care  system. 

lameter  is  a  medical  information  and  education  company  based  in  San 
Mateo,  California  which  was  founded  in  1983  by  myself  and  my  partner  Dr. 
Peter  Farley.  We  are  dedicated  to  improving  the  quality  and  efficiency  of 
health  care  by  using  severity -adjusted  clinical  outcomes  information  as  a 
catalyst  in  our  work  with  health  care  providers  to  improve  both  the  processes 
and  outcomes  of  health  care  delivery.  As  we  have  stated  in  numerous 
meetings  on  Capitol  Hill,  medically  meaningful  and  credible  clinical 
information  -  not  just  raw  data  -  must  be  provided  to  health  care  providers 
on  a  regular  basis,  preferably  in  a  quality  improvement  process.   For  we  have 
found  that  only  with  this  type  of  information  can  health  care  providers  tnily 
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understand  their  own  practice  patterns  and  variations  compared  to  their 
peers  and  begin  to  identify  ways  to  improve  the  processes  and  clinical 
outcomes  of  health  care  delivery. 

HEALTH  CARE  PROVIDERS  SHOULD  BE  HELD  ACCOUNTABLE 
FOR  THEIR  MEDICAL  PRACTICES 

We  believe  that  all  health  care  providers  should  be  held  accoimtable  for  the 
care  they  render  and  this  is  best  facilitated  when  they  are  given  meaningful 
clinical  information.  Thus,  we  subscribe  to  and  advocate  adherence  to  the 
definition  of  health  care  quality  developed  by  the  Congressional  Office  of 
Technology  Assessment  and  the  Joint  Commission  on  Accreditation  of 
Health  Care  Organizations  QCAHO)  which  states, 

"The  quality  of  a  provider's  medical  care  is  the  degree  to  which  the  process  of 
care  increases  the  probability  of  desired  patient  outcomes  and  reduces  the 
probability  of  undesired  outcomes  given  the  state  of  medical  knowledge." 

To  facilitate  adherence  to  this  definition,  lameter  presents  health  care 
providers  with  hospital  and  physician  specific  profiles  of  clinical  processes 
and  outcomes.  This  data  is  the  tool  we  employ  in  oui  work  with  providers  to 
monitor  and  enhance  their  clinical  quality  outcomes  and  cost-efficiencies 
through  a  continuous  quality  improvement  process.    The  quality  curve 
attached  with  this  testimony  demonstrates  visually  what  we  seek  to 
accomplish  with  providers.  We  use  data  in  an  internal  evaluation  process  to 
help  providers  move  along  the  quality  curve  to  the  point  where  quality  and 
cost-efficiency  are  maximized. 
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With  our  Acuity  Index  Method  (AIM),  we  use  existing  clinical  data  to 
institute  an  educational  process  with  hospitals  and  physicians.  AIM  is  a 
severity-of-illness  classification  system  which  provides  hospitals,  physicians, 
and  payers  with  a  tangible  means  to  assess  the  effectiveness  of  their  efforts  to 
deliver  quality,  cost-efficient  care. 

The  AIM  algorithm  was  established  on  a  database  of  more  than  30  million 
cases  across  all  Diagnosis  Related  Groups  (DRGs)  and  all  payers.  Each  DRG 
has  it  own  unique  algorithm,  with  an  acuity  rating  from  1  (least  sick)  to  5  ( 
most  sick).  The  basis  of  the  subdivisions  involves  the  interrelationships  and 
interactions  of  pathologic  processes.  Severity-adjusted  norms  for  length  of 
stay,  charges  and  mortality  rates  are  compared  with  actual  case  experience  to 
differentiate  quality  and  cost-efficient  performance. 

AIM  enhances  the  DRG  methodology  by  subdividing  each  DRG  into  patient 
groups  based  upon  morbidity  and  mortality  rates.  Once  we  have  subdivided 
the  cUnical  information  into  the  appropriate  acuity  index,  we  are  able  to 
analyze  the  outcomes  by  comparing  comparable  cases  and  providing  this 
information  to  physicians. 

The  severity  adjustment  of  this  information  is  critically  important,  for 
releasing  data  that  is  not  severity  adjusted  can  be  injurious  to  health  care 
providers  and  misleading  to  the  public    The  importance  of  this  type  of 
analysis  was  underscored  last  week  when  Bruce  Vladeck,  Administrator  of 
the  Health  Care  Financing  Administration,  HCFA,  said  that  HCFA  will  not 
release  the  hospital  mortality  rates  for  hospitals  participating  in  the  Medicare 
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program,  citing  problems  with  the  data's  usefulness  as  an  indicator  of 
quality. 

INTERNAL  VERSUS  EXTERNAL  DATA  DISSEMINATION 

Our  focus  in  data  collection  and  analysis  is  internally  directed  to  facilitate 
improvement  in  clinical  outcomes  and  cost-effidency  at  the  hospital  and 
physician  level.    We  believe  that  assessments  of  clinical  quality  and  cost- 
effidency  are  best  made  by  physidans  at  the  individual  physidan  level,  as  oiu: 
goal  is  to  engage  health  care  providers  in  a  Continuous  Quality  Improvement 
(CQl)  Process.  This  differs  from  state  data  disdosure  efforts  which  seek  to 
identify  health  care  providers  who  are  perceived  as  outliers,  in  the  hope  that 
public  disdosure  will  effed  desired  changes  in  behavior.  We  work  internally 
with  physidans  and  hospitals  using  their  own  clinical  data  to  effed  desired 
and  appropriate  changes  in  provider  behavior. 

NfEDICALLY  NfEANINGFUL  DATA 

While  we  are  not  opposed  to  the  release  of  dinically  reliable  and  medically 
meaningful  data  on  hospitals  and  physicians  in  the  public  domain,  our 
company  only  releases  physician  level  clinical  data  to  physicians,  as  our 
purpose  is  to  engage  physicians  in  a  continuous  quality  improvement 
process.  We  do  believe  however,  that  there  is  medically  meaningful 
information  which  would  be  useful  to  consumers. 

We  support  for  example,  die  efforts  of  my  co-panelist  Mr.  Schneider,  the 
editor  of  Health  Pages.     These  efforts  rely  on  information  that  is  medically 
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meaningful  and  the  one  clinical  indicator  that  is  used,  C-Section  rates,  is  a 
clinical  indicator  that  can  be  fairly  displayed  at  the  consumer  level.  The 
information  is  clinically  reliable  because  the  appropriate  disclosures  are  made 
regarding  physician  case  mix,  in  this  case  that  the  physicians  treat  high-risk 
pregnancies  which  would  raise  their  C-section  rates.  Unless  this  information 
were  included  with  the  other  data  one  might,  inappropriately,  siu-mise  that 
physicians  had  an  inordinately  high  rate  of  C-Sections. 

Before  I  discuss  the  issue  of  clinical  reUability,  I  woxild  like  to  higWight  a 
number  of  areas  where  I  do  believe  that  medically  meaningful  information 
would  be  helpful  to  be  released  into  the  public  domain,  including; 

•  Physician  sanctions  by  a  hospital  medical  staff 

•  Physician  reprimands  by  a  hospital  medical  staff 

•  Loss  of  a  physician's  hospital  credentials 

•  Physician  suspension  from  a  medical  staff 

•  Board  certification 

•  Number  of  surgeries  performed  by  a  physician  annually. 

CLINICALLY  RELIABLE 

The  second  type  of  data,  inpatient  clinical  outcomes  data,  is  a  key  element  of 
our  business.  We  have  specific  concerns  about  the  reliability,  statistical 
validity  and  explanatory  uses  of  dinical  data  released  at  the  consumer  level. 
Our  concerns  relate  to  the  constant  evolution  in  predictive  validity  and 
clinical  reliability  of  inpatient  severity  measurement  systems  and  the  lack  of 
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severity-adjusted,  tinifomv  all  payer  hospital  discharge  data  bases.  These 
limitations  make  it  difficult  to  track  physician  outcomes  across  facilities. 

One  of  the  key  issues  to  address  in  any  clinical  information  is  the  way  that  the 
information  is  analyzed:  for  instance  is  it  severity  and  case  mix  adjusted  and 
are  an  appropriate  number  of  cases  assessed  to  render  clinical  significance? 

Even  at  the  hospital  level,  it  is  extremely  difficult  to  determine  the  reliability 
of  clinical  information  unless  you  have  an  extremely  large  number  of  cases 
for  a  specific  procedure  that  are  analyzed  over  a  significant  period  of  time. 
Even  at  the  hospital  level  it  is  difficult  to  draw  clinically  reliable  and 
significant  conclusions  because  the  nimiber  of  cases  in  a  particular  DRG  or 
Major  Diagnostic  Categories  (MDC),  in  a  specific  acuity  index  may  be  very 
small.  Observations  have  shown  for  instance,  that  even  in  areas  where  we 
can  look  at  a  relatively  large  number  of  hospitals,  the  rate  of  infection  may 
vary  by  only  2-4  percent,  which  may  not  be  statistically  significant  nor 
clinically  reliable. 

Qinically  reliable  data  at  the  physician  level  is  even  more  problematic,  as  it  is 
dependent  upon  a  variety  of  factors  some  of  which  are  in  the  physician's 
control  and  some  of  which  are  outside  of  the  physician's  control.  Both 
clinical  and  structural  inputs  affect  the  outcomes  of  care  for  any  given  patient. 
To  gain  a  true  understanding  of  the  clinical  outcomes  you  must  have  a  very 
large  number  of  comparable  cases  from  which  you  can  perform  a  clinically 
reliable  analysis.  While  this  can  be  done  with  C-section  rates  -  if  the  case  mix 
is  disclosed  and  the  information  is  severity  adjusted  ~  it  is  generally  difficult 
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to  assure  dinical  reliability  for  other  procediires  at  the  individual  physician 
level  because  of  the  relatively  small  number  of  cases  which  can  be  observed. 

CONCLUSION 

We  support  the  collection,  analysis  and  distribution  of  information  which  is 
medically  meaningful  and  clinically  reliable  at  the  hospital  and  physician 
level.    This  has  been  lameter's  mission  for  more  than  ten  years.  However, 
we  feel  strongly  that  release  of  information  in  the  public  domain  must  first 
meet  these  two  criteria  and  must  be  handled  judiciously. 

We  must  protect  against  the  release  of  clinically  unreliable  data  which  may, 
unfairly,  portray  a  provider  as  being  responsible  for  an  adverse  outcome.  In 
addition,  we  must  ensure  that  both  structure  and  process  are  taken  into 
account,  as  the  cause  of  an  adverse  patient  outcome  may  or  may  not  have 
been  in  the  control  of  the  individual  provider.  And  lastly,  we  must  ensure 
that  data  is  not  released  in  the  public  domain  which  does  not  accurately 
reflect  or  explain  the  possible  causes  for  the  variation  or  the  outcome,  i.e.  it  is 
not  statisticaUy  significant  or  doesn't  adjust  for  case  mix  or  severity  of  illness. 

We  hope  we  can  continue  to  offer  oxir  insights  to  you  and  the  Committee  as 
you  proceed  in  this  most  important  endeavor  and  hope  that  our  comments 
today  have  shed  some  light  on  areas  where  caution  and  discretion  must  be 
exercised  to  ensure  that  any  data  that  is  published  is  in  fact  medically 
meaningful  and  clinically  reliable.  Thank  you. 
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RELATIONSHIP  BETWEEN  CLINICAL  QUALITY 
AND  INPATIENT  RESOURCE  CONSUMPTION 
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LOS.  MORTALITY  RATE  AND  CHARGES 

BY  AIM  CATEGORY 

DRG  239  -  PATHOLOGIC  FRACTURES 


Across  all  AIM  categories 
mortality,  morbidity  (as 
measured  by  LOS)  and  total 
charges  rise  with  the  level 
off  acuity 
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According  lo  former  Sui^eon  General  C.  Everett  (Coop  (In  a  letter  co  U^.  News  And  World  Report),  Ibe 
only  way  to  dccennine  Improvement  in  hospital  «ad  physidan  performance  is  through  repeated 
docxmientadon  made  fvailable  to  the  public  oo  a  condnuing  basis.  Tids  public  and  profeMtonal 
examination  of  performance  is  necessary  no  matter  which  direction  America  takes  in  restructvirins  and 
refinancing  ib  health  care  syrtcm.' 

According  to  a  past  survey  by  the  American  Hospital  Association,  over  35%  of  those  who  enter  th« 
hospital  choose  the  hospital  themselves.  This  is  expected  to  rise  to  S0%  over  the  next  decade. 
Consumers  and  purchasers  of  health  care,  therefore,  can  gready  benefit  from  objective  information  about 
which  hospitals  and  physicians  provide  the  highest  <iuality  care  in  the  most  efficient  manner. 

Pennsylvania,  through  the  ongoing  support  of  our  state  legislature.  Governor  Robert  Casey,  and  the 
business,  labor,  consumer,  insurer,  hospital  and  physician  communities,  is  in  the  forefront  of  a  natiooal 
movement  to  contain  health  care  costs.  The  Health  Care  Cost  Containment  Council  (HC4}  was  created 
in  1986  to  introduce  market-driven  competition  into  the  health  care  delivery  system.  This  independent 
state  agency  collects  and  distributes  cost  and  quality  related  data  for  acute  care  hospitals  in  the 
Commonwealth. 

Concerned  about  escalating  health  care  costs,  business  and  labor  groups  have  worked  together  to 
provide  the  major  thrust  behind  the  council's  creadon  and  activity.  Bodi  recognize  Che  health  issue  as  a 
growing  tictor  in  labor-management  conflict.  Health  care  benefits  are  now  seen  as  the  number  one 
cause  of  strikes  in  Peniuyivania. 

In  addition,  employers,  as  major  purchasers  of  heal±  care  for  employees,  will  know  \s4ilch  institutions 
provide  cost-efTecdve  care,  and  make  informed  selections  based  on  quality  as  well  as  price.  This  unique 
approach,  choosing  market  competition  over  rate  regulation,  is  being  closely  watched  by  other  sutes. 

The  underlying  concept  is  that  like  airlines  that  improve  dieir  on-time  performance  when  ratings  are 
published,  health  care  providers  will  improve  their  peifonaance  when  the  facts  become  knowiL  This 
will  rein  in  costs  and  improve  quality  for  everyone.  In  addidon,  consumers  and  major  purchasers  of 
health  care,  will  know  which  Institutions  provide  cost-effective,  high  quality  care. 

The  Council's  Hospital  Effectiveness  Reports  detail  the  average  amount  that  every  acute  care  hospital  in 
PennsytvanJa  has  charged  for  the  most  common  illness  categories.  And  that  information  is  combined 
with  an  accounting  of  each  hospital's  patient  treatment  results,  so  that  consumers  can  measure  quality  as 
well  as  cost 

The  Council's  recently  published  Coiuxmier  Guide  to  Coronary  Bypass  Surgery,  hailed  by  Dr.  George 
Qmocbowski,  chief  of  cardiac  surgery  at  WQkes-Baire  General  Hospital,  as  a  'sophisticated  analysis,* 
provides  to  the  public  risk-adjusted  mottali^  rates  for  hospitals,  practice  groups,  and  surgeons  who 
performed  at  least  30  hypaaet  in  1990.  The  report,  which  coven  15,000  operations,  also  shows  that  the 
hospitals'  average  charges  for  die  procedure  varied  from  921,063  to  $83,851.  No  other  state  in  the 
coimtry  has  done  diaL  To  date,  the  Council  has  filled  over  10,000  requests  for  this  report 

This  kind  of  data  is  helping  inaeasing  numben  of  consumers,  u  well  as  other  purchasers  of  health  care 
such  as  businesses,  health  and  welfare  funds,  and  insurers,  make  comparisons,  identify  die  most  efficient 
and  effective  hospitals  and  doctors,  and  make  more  informed  health  care  decisions. 

Although  critical  to  any  approach,  the  data  the  Council  currently  provides,  pltis  the  potential  data  it 
could  provide  given  appropriate  resources,  can  play  an  important  role  in  a  managed  care  strategy. 
However,  I  strongly  believe  that  this  kind  of  information  also  offers  a  tremendous  strategic  opportuiu'ty 
to  deal  with  the  "hard  choices"  It  is  speculated  diat  we  will  have  to  make  in  order  to  reform  the  heal^ 
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cm  system.  Thu  opportuniQr  is  to  focus  on  aot  simply  dit  cost  issue,  but  ih*  ^ality  issue  is  weD,  ta 
•n  asgrosivc  w«y.. 

WoV*  spent  10  yean  and  billioas  of  dollars  oo  the  *inanaf  c4'  pan  of  managed  care  But  have  w« 
looked  «noush  at  how  'cart*  is  rendtred?  I  believe  that  the  answer  is  no. 

Tbe  human  cost  of  poor  quality  care  is  staggerinj;,  Let  ma  give  a  few  ezimples. 

The  Rand  Institute  reporo  that  up  to  one-third  of  carotid  endanerectomles  were  unnecessary.  Rand  als* 
found  that  only  S6H  of  coronaiy  bypass  operations  were  justifled. 

The  Blue  CrossNBluc  Shield  Assodation  estimates  that  27%  of  tonsfllectofflies  and  22%  of  hysterectomies 
wen  inappropriate. 

A  1991  Harvard  University  study  calculated  that  7,000  people  died  in  New  York  hospitals  from  medical 
negligence  in  one  year.  That  suggests  that  as  many  as  80,000  people  nationwide  may  be  dyinf 
annually  from  ne^igence. 

And  bad  care  also  costs  a  lot  of  money.  Misdiagnosis,  substandard  surgeiy,  improper  drug  therapies,  and 
hospital-acquired  infections  result  in  more  and  longer  hospitalizations. 

In  our  recent  Consumer  Guide  to  Coronary  Bypass  Surgeiy,  we  reported  that  approximately  15,000 
bypass  operations  were  performed  in  die  Commonwealth  in  1990.  These  operations  were  then  risk- 
adjusted  to  account  for  the  age,  gender,  and  medical  condition  of  each  doctor's  and  hospital's  patients. 
In  other  word's,  like  diven  who  receive  extra  aedit  for  the  difficulty  of  dives  they  attempt,  the  CoundTs 
reports  adjust  ^e  data  so  diat  doctors  who  take  high-risk  patients  are  not  unfairly  compared  to  those 
who  don't 

Tbe  average  diarge  in  PA  was  $44,000  per  bypass.  That's  a  total  of  $690  million  In  charges.  Allegheojr 
General  Hospital  In  Pittsburg  a  highly-regarded,  a  major  metropolitan  heart  instinite,  charged  $46,000 
and  was  one  of  only  four  hospitals  in  Pennsylvania  with  fewer  than  average,  risk-adjusted  patient 
deaths  •  a  superior  perfonnance.  If  all  hospitals  who  charged  more  than  the  average  of  $46,000  reduced 
their  charges  to  Allegheny  C«n«ral's  level,  the  savings  vwuld  amount  to  about  $88  million  each  year,  just 
for  bypass  surgery.  Or  apply  die  Rand  figure  of  44%  unjustified  bypass  operations  to  Penns]^vani«  -  and 
I  want  to  stress  that  Pm  speaking  hypothetically  because  we  don't  loiow  if  this  holds  true  (or 
Pennsylvania.  But  I  want  to  use  Pennsylvania  as  an  example  and  the  point  I  want  to  make  is  that  if  ibc 
Rand  figures  were  appropriate  to  Pennsylvania,  according  to  the  1990  figure  approximately  7,000 
procedures  might  have  been  unnecessary,  or  could  have  been  treated  in  a  less  expensive  more 
appropriate  way.  - 

This  is  not  a  fiur-fetched  example.  Last  year.  St  Vincent's  Hospital  in  Brie  announced  a  $5  millioa 
annual  reduction  in  dieir  open  heart  surgery  charges.  St  VlncenCs  acknowledged  that  die  reason  was  to 
compete  with  nearby  Hamot  Medical  Center,  shown  to  be  less  expensive  in  the  CounciTs  public  Hospital 
Effectiveness  Reports.  Competition  can  reduce  costs. 

Our  report  also  seemed  to  underscore  tlie  idea  •  which  is  no  mystery  to  contemporary  management 
experts  •  which  is  the  principle  that  quali^  costs  less.  The  lowest  cost  bo^ital  in  Pennsylvania  char^ 
$21,000  per  bypass  and  had  better  than  average  mortality  rates,  while  the  highest  priced  hospital 
charged  $84,000  and  had  wone  than  average  mortally  rates.  "These  two  hospitals  were  placed  on  the 
umt  level  playing  field  due  to  die  CoundTs  extensive  adjustments  for  the  condition,  age  and  gender  of 
eachpaticDC. 
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Instead  of  'micronianaging'  th«  process  •  cootracting  with  providers  based  solely  on  their  prefKred 
pricing  schedule  rather  than  on  their  quality  of  care  -  insurers  and  employers  need  to  consider  the 
outcomes  of  patients  and  the  price  tag  of  poor  provider  results.  The  Onmdl  could  provide  this 
in/brmatioa. 

According  to  Allan  Kom,  M.D.,  a  principal  with  William  M.  Mercer,  Inc.  in  Chicago,  quoted  in  the 
National  Underwriter  (9-7-92}  Topically,  providers  with  high  mortality  rates  (on  a  risk-adjusted  basis) 
tend  to  be  more  costly  than  those  with  better  mortality,  because  tfaey  generally  end  up  dealing  with 
more  patient  complications  and  deaths.* 

Kom  went  on  to  claim  that  some  13H  of  the  outpatient  dollars  billed  by  preferred  provider  organizations 
are  deemed  to  be  flagrantly  unnecessary.    He  went  on  to  say  that  'since  outpatient  care  comprises  60H 
of  the  $700  to  $600  billion  spent  on  health  care,  the  impact  of  unnecessary  care  becomes  clear.  Could 
that  13%  care  for  37  million  uninsured?  *Sure  it  could,'  said  Dr.  Xorn. 

Payers  wiQ  never  be  able  to  truly  eliminate  those  unnecessary  procedures  via  utilization  review  since  it  {• 
impossible  to  monitor  every  office  visit.  So,  how  can  you  get  at  unnecessary  costs?  Direct  patients  ta 
hospitals  and  docton  based  on  quality,  not  ju^  cost 

Another  criticism  of  managed  care  is  that  patient  care  will  be  rationed.  But  focusing  on  quaL'ty  can  help 
us  to  avoid  rationing.  Radoning  is  avoiding  care  tiut  is  medically  oecessaiy.  DtsdpUnc  b  avoiding  caa« 
that  is  not  medically  necessary.  Tbafs  what  h)^  quality  hospitals  and  doctors  do. 

Another  major  public  concern  is  dsat  patients  will  lose  their  abDity  to  choose  under  a  managed  care 
system.  But  focusing  on  quality  can  help  to  alleviate  this  concern.  Under  a  managed  care  system  which 
tbcxisses  on  identifying  and  creating  provider  networks  of  hi^  quaL'ty,  cost-effective  physicians  and 
hospitals,  one  could  take  the  approach  that  die  only  choice  that  will  be  restricted  is  the  ability  to  choose 
a  high  cost,  poor-quality  provider.  This  can  enable  us  to  sunnount  a  major  political  hurdle.  Convindog 
the  public  that  managed  care  doesn't  mean  cheaper,  but  substandard,  care  is  a  key  to  the  success  of  th« 
system.  Self-irniired  companies,  the  govanment,  HMOs,  or  as  proposed  under  managed  competidon, 
sponsoring  organizations  which  purchase  care  for  consumers,  need  cost  and  quality  data  in  order  le 
reassure  people  that  they  arc  in  fact  getting  the  best  care  at  the  best  price 

The  New  York  Times  writes  that  under  managed  competition,  sponsoring  organizations  would  have  tbt 
knowledge  and  leverage  to  drive  hard  bargains  with  Insurer*.  Sponsors  would  make  comparison 
shopping  easy.  HMOs  could  concentrate  specialties  •  heart  surgery  in  one  hospital,  pnmate  surgery  in 
another.  HMOs  could  match  die  number  of  urologists,  radiologists  and  other  specialists  to  need,  a 
source  of  tremendous  savings.  HMOs  could  lystematicaUy  study,  therefore  improve,  treatment  practices 
«nd  outcomes.  The  sponsors  would  be  able  to  enforce  high  quality  and  low  prices.  Sound  infbnnatloa 
such  as  the  Council  is  providing  and  has  the  potential  to  provide  must  be  available  for  them  to  do  any  of 
these  things. 

Managed  competition  has  had  results.  In  California,  nearly  one  million  state  employees  are  enrolled  In  « 
managed  competition  system.  While  premiums  soared  elsewhere,  the  HMOi  which  do  business  with  the 
state  of  California  maintained  present  premiums  or  even  reduced  their  premiums.  In  Minnesota,  the 
state  had  saved  more  than  $20  million  as  of  a  year  ago,  since  It  embraced  managed  competition  in  1989. 
And  that  was  without  true  quality  measxuements  which  they  are  now  moving  into.  The  Xerox 
coiporadon,  with  its  managed  compeddon  strategy,  estimates  a  savings  of  $1,000  ptt  employee  per  year 
for  those  enrolled  in  an  HMO  rather  than  an  indemnity  plan.  As  of  3/92,  Xerox  had  achieved  6SH 
enrollment.  Their  goal  is  80%  by  199S. 
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Gctdog  at  the  tiuality  Ittut  means  amlog  patkntt  and  purdka)«n  vrith  oediblc  data  which  th«y  can  UM 
to  make  bfonned  comparisons,  identify  valua,  and  choose  the  high  quality,  cost-«ffectiv«  docton  and 
hospitals.  Thatr*  where  (his  kind  of  infonnatioa  comes  ia. 

Focusing  on  quality  gives  patJenB  a  real  choice.  There  is  a  legitimate  conc«xn  over  patient  choice.  But 
patients  DOW  have  only  limited,  generally  anecdotal  infotmadon  upon  which  to  base  a  choice.  However, 
(here  is  a  growing  movement  ia  states  like  Pennsylvania  and  Iowa,  in  cities  like  Qeveland  and  St  Louis, 
to  give  consumers  and  purchasers  objecdvt,  risk-adjusted  data  to  use  in  identifying  the  most  e£Sd«n^ 
effective  providers. 

The  public's  anxiety  rests  on  the  beh'ef  -  coirect  or  not  •  (hat  managed  care  otganitations  care  onfy  for 
the  booom  line,  and  that  quality  will  be  sacrificed  on  the  altar  of  cost  containment  If,  under  managed 
competition,  managed  care  networks  must  compete  on  (juallty  as  well  as  price  criteria,  purchasing 
groups  can  reassure  consumers  tlut  the  quality  of  medical  care  is  key.  Patient  dioice  ■  a  more  informed 
dioice  •  can  be  maintained. 

Focusing  OD  quality  can  eliminate  the  trend  towards  mieromanagement  of  median*.  Instead  of  second* 
guessing  doctors  after  the  fact,  businesses,  insurers,  other  purchasers,  and  consumers  can  use  quality 
measuremeno  to  select  the  best  provlden  up  finon^  and  dien  let  them  do  their  jobs.  There  is  lest 
piessure  to  second-guess  procedures  and  treatment,  less  need  to  examine  every  action. 

Focusing  on  quality  may  help  us  elude  the  diCdcult  choices  of  rationing.  Eliminating  unnecessary 
procedures  and  treatments,  reducing  overutilizaQ'on.  rewarding  quality  and  cosi-effidency  can  fire*  up 
enonnous  resources  to  provide  care  for  alL  Rationing  is  not  providing  essential  medical  care.  High 
quality  doctors  and  hospitals  avoid  care  which  is  not  medically  essential 

Americans  have  moR  information  about  which  is  lh*  best  car  to  buy  than  which  » the  best  hospital  or 
doctor  to  go  ee^  Let's  focus  on  the  quality  issue;  it  makes  eveiyone  a  winner. 
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Mr.  Chairman  and  Members  of  the  Subcommittee,  Consumers  Union' 
appreciates  the  opportunity  to  present  our  views  on  important 
consumer  issues  relating  to  health  care  reform.  We  commend  you  for 
your  leadership  on  the  issue  of  consumer  protection  in  health  care. 
Like  you,  we  eagerly  await  the  announcement  of  the  Clinton 
Administration's  health  care  reform  proposal,  and  look  forward  to 
its  consideration  by  the  Congress. 

The  main  issue  that  this  testimony  addresses  is  consvuner 
preferences  with  regard  to  freedom  to  choose  their  own  doctor. 
Before  summarizing  key  findings  on  this  issue  from  a  recent 
Consiimers  Union/Gallup  survey,  I  would  like  to  outline  the  five 
principles  that  Consumers  Union  supports  as  the  key  elements  of 
health  care  reform.  These  are  components  that  we  will  look  for  in 
the  Administration's  forthcoming  health  care  proposal  and  in  future 
Congressional  proposals. 

To  meet  the  needs  of  consumers,  any  health  care  reform  plan 
must  offer: 

universal,  (juallty  health  care  (with  comprehensive  benefits) 
for  all  U.S.  residents  --  regardless  of  age,  income,  employment 


'Consumers  Union  is  a  nonprofit  membership  organization 
chartered  in  1936  under  the  laws  of  the  State  of  New  York  to 
provide  consumers  with  information,  education  and  counsel  eUaout 
goods,  services,  health,  and  personal  finance;  and  to  initiate  and 
cooperate  with  individual  and  group  efforts  to  maintain  and  enhcuace 
the  quality  of  life  for  consumers.  Consumers  Union's  income  is 
solely  derived  from  the  sale  of  Consumer  Reports .  its  other 
publications  and  from  noncommercial  contributions,  grants  and  fees. 
In  addition  to  reports  on  Consumers  Union's  own  product  testing, 
Consumer  Reports  with  approximately  5  million  paid  circulation, 
regularly,  carries  articles  on  health,  product  safety,  marketplace 
economics  euid  legislative,  judicial  and  regulatory  actions  which 
affect  consumer  welfare.  Consumers  Union's  pxiblications  carry  no 
advertising  and   receive  no  commercial  support. 
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Status  or  health  status; 

cost  containment  with  a  national  health  care  budget  and 
control  over  wasteful  paperwork  and  procedures ; 

£air- share  financing  with  savings  from  cost  containment  as  a 
central  funding  source  and  additional  funding  obtained  on  a  fair 
and  equitable  basis; 

public  accounteibillty  with  consumers  well  represented  on  all 
boards  overseeing  health  care;  and 

consumer  choice  giving  consumers  the  freedom  to  choose  where 
they  will  go  for  health  care  and  who  will  provide  it. 

On  April  20,  1993,  Consumers  Union  released  results  of  a 

survey  that  explored  consumer  preferences  on  health  care  issues, 

with  several  questions  that  explored  views  on  consumer  choice  of 

doctor  in  detail.   The  results  are  summarized  in  the  next  section. 

CONSDMERS  UNION/GALLXTP  POLL: 

CONSUMERS  VALUE  FREEDOM  TO  CHOOSE  THEIR  DOCTOR 

The  survey  was  conducted  for  Consumers  Union  by  the  Gallup 
Organization  on  March  26  through  April  9.  1006  heads  of  households 
were  asked  a  number  of  questions  about  viewpoint  on  various  health 
issues.  The  findings  about  preferences  on  choice  of  doctor  were 
dramatic  and  show  very  clearly  that  most  Americans  care  deeply 
about  choice  of  doctor.  They  want  the  freedom  to  choose  their  own 
doctor  when  they  are  healthy,  and  they  want  access  to  the  best 
medical  care  when  they  are  sick.   The  survey  found: 

85  percent  o£  consumers  responded  that  choice  o£  doctor 
is  very  Important  or  somewhat  important;  they  want  the 
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option  to  choose  a  doctor  on  their  own  rather  than 
selecting  one  from  a  list  provided  by  a  health  plan. 
Consumer  preference  for  ability  to  choose  their  doctor 
was  consistently  high  among  people  with  traditional 
health  insuramce  and  across  different  income  groups. 
Americans  want  to  choose  their  specialists.  When  illness 
strikes,  people  want  the  freedom  to  choose  the  specialist 
they  think  cem  provide  the  best  care.  More  tham  nine  out 
of  ten  Americans  polled  (91  percent)  said  it  is  very 
inportant  or  somewhat  in^jortamt  to  select  a  specialist 
without  being  restricted  to  a  list  provided  by  a  health 
plan.  People  in  health  maintenance  organizations  are 
less  likely  to  have  freedom  to  choose  specialists;  nearly 
half  of  all  people  in  HMOs  {47  percent)  are  not  given 
free  choice  of  specialists. 

People  are  willing  to  pay  nore  for  health  care  if  they 
can  choose  their  doctors  and  specialized  nedlcal  care 
centers.  Fully  43  percent  of  people  surveyed  with  euid 
without  family  health- care  coverage  are  willing  to  pay 
$25  or  more  per  month  --  $300  per  year  --to  preserve  the 
right  to  select  a  physiciam.  51  percent  indicated  that 
they  are  willing  to  pay  this  eunount  to  ensure  access  to 
treatment  at  any  high  quality  specialized  medical  care 
center. 

Freedca  of  choice  i«  iaportant  to  low-incone  families. 
Even  though  their  pocketbooks  may  be  strained,  41  percent 
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of  families  earning  less  than  $25,000  a  year  are  willing 
to  pay  $300  a  year  or  more  in  additional  taxes  for  health 
care  if  they  are  able  to  pick  their  physicians. 
People  care  about  choosing  a  doctor,  not  about  which 
Insurance  con^smy  covers  them.  Consiimer  choice  means 
more  than  shopping  around  for  a  health  plan  -  -  it  means 
freedom  to  choose  a  doctor.  73  percent  of  Americans 
polled  said  they  care  more  about  choice  of  doctor  than 
choice  of  insurance  company. 

Some  Amerlccuis  are  being  forced  to  switch  doctors.  One 
out  of  12  Americans  surveyed  (8  percent)  have  had  to 
change  doctors  in  the  past  two  years  due  to  restrictions 
imposed  by  their  health- care  plans.  They  were  three 
times  more  likely  to  have  to  make  a  switch  if  they  are  in 
an  HMO  than  in  a  traditional  health- care  plan. 
Even  people  who  are  enrolled  In  health  maintenance 
orgeuilzatlons  (HMO's)  and  preferred  provider 
orgeualzatlons  (PPO's),  Insurance  plans  that  typically 
restrict  £reedom  of  choice  of  doctor,  value  freedom  to 
choose  their  doctor.  78  percent  of  people  enrolled  in 
HMO's  responded  that  freedom  of  choice  of  doctor  is  very 

important  or  somewhat  important  to  them,  compared  with  81 
percent  of  those  enrolled  in  PPO's  and  91  percent  of 

those  that  are  covered  by  a  traditional  insurance  policy. 

(See  attached  figure) . 
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5 
IMPLICATIONS  FOR  HEALTH  CARE  REFORM 

The  strength  of  consumer  feelings  about  the  importance  of 
freedom  to  select  primary  care  .  doctors,  specialists,  and 
specialized  medical  care  centers  has  important  implications  for 
national  health  care  reform.  Any  health  reform  proposal  that  fails 
to  recognize  that  consumers  want  to  choose  their  doctor  --  not 
their  insurance  plan  --  will  never  gain  the  public  support  needed 
for  enactment  of  comprehensive  reform.  Consumers  Union  has 
supported  a  single-payer  health  care  system  as  the  best  way  to 
assure  consumer  choice  of  doctor  objectives  and  satisfy  the  other 
consumer  goals  for  reform.  Our  comments  below  address  the  doctor 
choice  issue  in  the  context  of  the  managed  competition  type  of 
proposal  that  is  under  consideration  by  the  Administration. 

Consumer  choice  of  doctor  matters  to  consumers  because 
doctors'  skills  vary  and  consumers  want  access  to  the  highest 
quality  care.  Consumers  need  full  --  and  understandable 
information  before  they  enroll  in  a  health  plan  --  about  the 
qualifications  of  primary  care  doctors  if  the  health  plan  limits 
the  selection  of  primary  care  providers.^  For  each  health  plan, 
consumers  need  to  know  the  percentage  of  the  plan's  physicians  that 
are  board- certified,   information  about  malpractice  and  other 


^Many  of  the  suggestions  in  this  section  could  be  incorporated 
into  a  health  plan's  "report  card."  A  full  discussion  of  the 
information  that  should  be  included  in  report  cards  is  beyond  the 
scope  of  this  testimony.  Key  measures  that  should  be  included  are: 
results  of  a  standard  enrollee- satisfaction  survey;  disenrollment 
rates;  ability  to  choose  doctors/specialized  care  centers  outside 
of  the  plan;  hospital  mortality  data  for  specific  procedures; 
complaint  statistics;  immunization  rates. 
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disciplinary  actions,  the  percentage  of  the  plan's  physicians  that 
are  U.S.  medical  school  graduates,  and  the  extent  of  provider 
turnover  at  the  plan.  To  facilitate  selection  of  a  primary  care 
doctor,  consumers  should  have  access  to  information  about  any 
doctor's  board  certification,  educational  background,  number  of 
years  with  the  plan  and  previous  experiences,  teaching 
responsibilities,  type  of  physician  specialty,  patient  load  and 
current  availability,  usual  wait  for  a  non- emergency  appointment, 
admitting  hospitals'  special  awards  and  honors,  and  number  and 
resolution  of  medical  malpractice  cases. 

Consumers  need  to  be  able  to  make  an  informed  choice  of 
doctors.  We  enthusiastically  support  the  Chairman's  efforts  to 
enhance  the  effectiveness  of  the  National  Practitioner  Data  Bank  by 
allowing  the  public  access  to  the  information  concerning  the 
professional  competence  of  physicians.  We  were  appalled  that  the 
American  Medical  Association  (AMA)  recently  called  for  its 
abolition.  Consumers  Union  is  committed  to  broadening  the  scope  of 
the  Health  Care  Quality  Improvement  Act  of  1986  (P.L.  99-660)  so 
that  not  only  will  the  public  continue  to  enjoy  a  choice  of  doctors 
but  it  will  have  a  meaningful  choice  as  well. 

Special  protections  are  needed  If  a  health  plan  limits  choice 
of  specialist  or  access  to  specialized  medical  centers.  Choice  of 
primary  care  doctor  for  healthy  consumers  raises  one  set  of  issues 
c±)Out  needed  information.  A  more  challenging  piiblic  policy 
problem  is  posed  once  a  family  Is  enrolled  In  a  health  care  plan 
and  serious  Illness  strikes.  It  is  clear  from  our  survey  that  this 
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fear  of  limited  choice  once  illness  strikes  is  on  people's  minds. 
When  medical  treatment  can  make  the  difference  between  life  and 
death,  consumers  want  to  know  that  they  can  have  access  to  the  best 
care  for  their  families  and  themselves.  The  prospect  of  seriously 
ill  consumers  being  locked- in  to  second-rate  care  --  based  on  a 
choice  they  made  when  they  were  healthy  --  raises  troubling  issues. 
One  modest  protection  that  should  be  built-in  to  health  reform 
would  be  full  disclosure  to  consumers  of  the  extent  to  which  plans 
limit  access  to  specialists  and  access  to  specialized  medical  care 
centers  such  as  the  Mayo  Clinic.  Another  protection  that  should  be 
considered  is  building  in  some  flexibility,  with  the  possibility 
(fully  disclosed  of  course)  that  should  serious  illness  strike, 
consumers  could  have  access  to  specialized  centers  or  specialists 
outside  the  plan,  for  a  modest  increase  in  cost -sharing  (or 
premiums)  .' 

Under  a  managed  competition  framework,  there  could  be  a 
tradeoff  between  free  choice  of  doctor  and  cost  savings.  However, 
cost  savings  should  not  be  achieved  at  the  expense  of  Intense 
consumer  dissatisfaction.  Other  cost  savings  mechanisms  Including 
cutting  administrative  waste,  eliminating  unnecessary  procedures, 
and  global  budgets  are  needed.  A  recent  study  shows  that  staff - 
model  and  group-model  HMO's  --  that  pay  doctors  on  salaries  or  on 
a  capitation  basis  --  are  most  effective  at  achieving  cost  savings. 
These  are  the  very  type  of  HMO's  that  limit  consumer  choice  of 


'Analysis  of  the  implications  of  this  policy  for  people  who  Ccin 
not  afford  this  extra  cosfe  should  be  conducted. 
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doctor  most.  To  achieve  these  savings,  " [1] imitations  could  be 
placed  on  people's  existing  choice  of  providers,  health  insurance 
coverage,  and  treatment  alternatives;  also,  access  to  new 
technologies  might  be  restricted  or  permitted  only  after  a  longer 
waiting  time.  In  other  words,  managed  care,  when  effective,  does 
impose  constraints  on  patients  and  providers.""  In  order  to 
achieve  health  reform  that  has  broad  public  support,  it  is  crucial 
that  the  Administration  and  Congress  seek  savings  from  cutting 
administrative  waste,  eliminating  unnecessary  procedures  (with  the 
development  of  outcomes  research) ,  and  enforceable  global 
budgeting.  The  wrong  way  to  achieve  cost  savings  is  to  limit 
consumers'  choice  of  doctors.  Not  only  do  consumers  perceive  that 
this  could  lead  to  inferior  care,  but  in  reality  this  could  indeed 
be  the  case. 

As  bad  as  a  one-time  need  to  change  primary  care  doctors  could 
be,  it  is  crucial  that  health  re£orm  not  require  consumers  to  make 
regular  (even  eumual)  changes  in  providers.  Some  analysts  argue 
that  a  transition  to  a  new  health  care  system  would  not  deprive 
consumers  of  their  physicians  -  -  consumers  can  singly  follow  their 
doctor  to  an  HMO.  While  this  might  hold  true  for  a  single  person 
with  one  family  doctor,  it  does  not  hold  true  for  families  that 
could  have  a  pediatrician,  internist,  gynecologist/obstetrician, 
dermatologist,  cardiologist,  and  assortment  of  other  specialists. 


*Verdon  Staines,  principal  analyst,  Human  Resources  and 
Community  Development  Division,  Congressional  Budget  Office, 
"Potential  Impact  of  Managed  Care  on  National  Health  Spending, " 
Health  Affairs.  Supplement  1993,  pp.  248-257. 
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Even  a  one-time  requirement  to  switch  this  full  array  of  doctors 
would  be  burdensome.  Of  even  greater  concern,  however,  would  be 
this  scenario  that  is  entirely  possible  under  some  managed 
competition  proposals:  each  year  a  Health  Alliance  could  select  a 
different  plan  (or  two)  as  the  "benchmark"  plan.  If  the  benchmark 
plan  changes  away  from  the  plan  the  family  had  selected,  the  family 
may  no  longer  be  able  to  afford  to  stay  in  their  plan,  and  might  be 
forced  (for  financial  reasons,  such  as  less  subsidy  or  less  tax 
deduction)  to  change  to  another  plan.  Continuity  of  health  care  is 
one  important  component  of  a  quality  health  care  system,  and  this 
concern  should  be  addressed  in  shaping  the  plan. 

Low  Income  consumers  care  deeply  about  freedom  to  choose  their 
doctors;  low  income  consumers  should  have  the  same  range  of  health 
care  options  that  high  income  cons\imers  have,  to  avoid  a  multi-tier 
health  care  system.  Some  managed  competition  proposals  would 
encourage  price  competition  among  health  plans,  and  raise  the 
prospect  that  higher  income  families  and  individuals  would  buy 
their  way  into  traditional  fee- for- service  health  plans,  while  low 
income  families  would  essentially  be  dumped  into  bare-bones  managed 
care  plans  with  a  minimum  of  coverage  and  quality.  The 
Administration  has  been  sensitive  to  this  concern  by  discussing  a 
standard  comprehensive  benefit  package  and  by  considering  various 
options  that  would  prevent  the  development  of  a  multi-tier  health 
care  system.  Our  survey  showed  clearly  that  low  income  consumers 
value  freedom  to  choose  doctors  very  strongly  -  -  though  they  are 
less  able  to  pay  for  this  freedom.  It  is  crucial  that  the  question 
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of  how  best  to  avoid  a  multi-tier/multi-quality  health  care  system 
be  given  full  consideration  by  both  the  Administration  and  the 
Congress . 

OTHER  FINDINGS  OP  THE  CONSUMERS  UNION/GALLUP  SURVEY 
Our  survey  explored  issues  besides  consumer  freedom  to  choose 
their  doctor,  and  the  results  are  summarized  below: 

More  than  8  in  10  of  those  surveyed  support  the  creation 
of  a  health- care  plan  that  covers  everyone. 
Three  out  of  four  are  willing  to  pay  higher  taxes  to  help 
support  a  national  health  care  plan.  Based  on  these 
findings.  Consumers  Union  projects  American  consumers 
would  pay  $37  billion  more  each  year  in  taxes  so  that 
everyone  is  covered . 

Middle -income  respondents  support  universal  health- care 
coverage,  even  if  it  means  paying  more  teuces. 
Specifically,  64  percent  are  willing  to  pay  an  additional 
$240  or  more  in  taxes  each  year  if  the  money  would  go 
toward  funding  a  comprehensive  health  care  plan  for 
everyone . 

Even  those  with  higher  incomes  (67  percent)  are  willing 
to  pay  that  amount  in  taxes  to  ensure  iiniversal  coverage. 
Virtually  all  of  those  polled  favor  universal  access  to 
a  comprehensive  health  plan  that  includes:  doctor  care, 
hospitalization,  prescription  drugs,  well -child  visits 
and  immunizations,  nursing  home  care,  long-term  care  at 
home,  mental  health  treatment,  dental  care,  prenatal 


227 


11 

care,  and  vision  coverage. 

Nearly  nine  out  of  10  agrees  with  the  statement:  "Losing 

your  job  should  not  force  you  to  change  or  lose  health 

insurance . " 

Fear  of  losing  health  insurance  has  kept  one  out  of  five 

from  accepting  a  job  offer  or  looking  for  a  new  job. 

14  percent  have  accepted  a  job  mainly  for  the  health 

insurance . 

One  out  of  three  fears  not  having  enough  money  to  pay  for 

a  major  illness   or  operation.     Even  people  with 

insurance  are  uneasy:   Even  25  percent  with  health 

insurance  are  worried  about  their  ability  to  pay  for  a 

serious  illness. 

Nine  out  of  10  siipport  including  long-term  care  in  the 

benefits  package.  Support  for  long-term  car  goes  beyond 

older  Americans.   Fully  91  percent  of  18  to  44-year-olds 

favor  providing  long-term  care. 

Thank  you  for  providing  Consumers  Union  with  this  opportunity 
to  present  these  findings  to  the  Subcommittee  about  consumer 
support  for  key  elements  of  national  health  care  reform.  We  look 
forward  to  working  with  this  Subcommittee  as  the  debate  about 
national  health  care  reform  continues. 
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Mr.  Chairman,  members  of  the  Committee,  I  am  Bente  Cooney,  Senior 
Policy  Analyst  with  the  National  Committee  to  Preserve  Social  Security  and 
Medicare.  Today,  I  am  here  to  testify  as  chair  of  the  Workgroup  on  Consumer 
Information  for  the  Coalition  for  Consumer  Protection  and  Quality  in  Health 
Care  Reform. 

The  consimier  coalition  consists  of  more  than  30  member  and  supporting 
organizations.  It  was  started  earlier  this  ye«ir  and  has  grown  rapidly  over  the 
past  few  months.  Consimiers  are  concerned  lest  health  care  reform's  focus  on 
costs— capping,  reducing  and  managing  the  cost  of  a  new  health  care  system- 
overshadow  the  critical  need  for  quality  assurance  and  consumer  protection. 

Consumer  information  is  important  in  any  health  care  system,  but  it  is 
especially  essential  in  a  health  care  system  based  on  the  theory  of  managed 
competition.  The  concept  assumes  consumers  will  stimulate  high  quality  and 
low  costs  through  their  choices  of  health  care  plans  and  providers.  Consimier 
information  is  a  potentially  powerful  tool  that  could  give  consimiers  increased 
control  over  their  own  health  care.  However,  consumer  choices  will  be  only  as 
good  as  the  data  provided. 

Quality  of  Information 

Consumer  information  should  be  managed  by  entities  independent  of  the 
health  plans  and  the  health  alliances.  A  national  entity  such  as  a  National 
Health  Board  should  be  responsible  for  1)  establishing  uniform  data  formats,  2) 
setting  standards  for  collecting  and  analyzing  data  and  3)  determining  how  the 
data  should  be  distributed  on  the  national,  state  and  plan  levels.  It  is  essential 
that  the  data  and  information  be  accurate,  reliable,  comparable,  timely,  and 
easy-to-understand.  It  must  also  be  available  in  different  languages  and 
formats  for  people  with  special  challenges  such  as  the  visually  impaired. 

We  want  to  make  it  dear,  however,  that  even  good  consumer 
information  will  not  eliminate  the  need  for  appropriate  grievance  and  appeals 
procedures,  internal  and  external  quality  assurance,  and  external, 
independent  oversight  and  monitoring  of  the  health  care  system. 
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Consumer  Guide 

We  believe  that  consumer  information  must  be  more  than  a  "report 
card."  Perhaps  a  better  description  would  be  a  "Consumer  Guide"  for  plan 
selection  cind  use. 

There  are  probably  hundreds  of  ways  to  present  information  to 
consumers,  but  at  this  point  we  envision  four  main  categories  of  information: 

1)  plan-specific  descriptions 

2)  plan-specific  quality  report  cards  including  enrollee  surveys 

3)  provider  and  practitioner-specific  descriptions 

4)  condition-specific  provider  and  practitioner  quality  report  cards  including 

eiurollee  surveys 

The  first  two  categories,  plan-specific  descriptions  and  plan-specific  report 
cards,  would  be  primary  elements  of  the  consumer  guide,  while  the  third  and 
fourth  categories,  provider  and  practitioner-specific  descriptions  and  condition- 
specific  provider  and  practitioner  report  cards,  would  be  available  on  request  I 
refer  you  to  the  attached  draft  white  paper  on  Minimum  Requirements  for 
Consumer  Information,  which  is  being  developed  by  the  coalition  for  a  more 
detailed  discussion  of  these  categories.  We  would  appreciate  it  being  included  in 
the  record. 

1)       Plan-Specific  Descriptions 

If  consumers  are  going  to  make  informed  choices,  they  need  good 
imderstandable  information  describing  plan  configurations,  how  the  health 
care  delivery  ^stem  works,  how  to  use  the  consumer  guide,  how  to  appeal  a 
health  care  decision,  how  to  resolve  complaints,  and  how  to  contact  a  health 
ombuds-  or  counseling  program.  Next,  they  will  need  to  know  premiums  and 
other  out-of-pocket  costs,  and  the  benefits  and  services  of  each  plan  option. 
The  goal  is  to  enable  the  consumer  to  compare  health  care  plans  in  a  given 
health  alliance.  The  information  should  include  descriptive,  practical  and 
operational  summaries  presented  in  an  easy-to-read,  comparative  format. 
Examples  in  this  category  would  be: 
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•  out-of-pocket  costs 

•  cost  of  using  services  outside  the  plan 

•  policy  on  using  services  outside  the  plan 

•  benefits  covered 

•  service  locations 

•  rate  of  board-certified  physicians 

2)       Plan-Specific  Quality  Report  Cards  including  Enrollee  Surveys 

The  center  piece  of  the  consumer  guide  should  be  a  "report  card" 
comparing  plans  based  on  quality  indicators  and  results  of  enrollee  surveys 
indicating  satisfaction  rates  among  current  users.  When  appropriate,  national 
averages  should  be  provided  for  comp«irison. 

Areas  that  should  be  covered  include  performance  measures  such  as 
percent  of  enrollees  who  have  received  preventive  care,  such  as: 

•  annual  physicals 

•  immunizations  and  boosters  for  children 

•  flu  shots  for  seniors 

Also  the  report  card  should  list  indicators  of  undesired  occurrences, 
such  as: 

•  inappropriate  use  of  medication 

•  re-admissions  within  30  days  of  post-surgery  hospital  discharge 

•  hospital  acquired  infections 

A  standard  survey  should  be  developed  to  measure  satisfaction  among 
health  plan  participants.  It  could  have  some  regional,  individualized 
characteristics,  but  the  main  body  of  the  survey  should  be  consistent  across 
the  country  so  that  it  can  be  used  for  national  comparisons. 

The  survey  should  be  short  and  clear  and  contain  questions  related  to 
acceptability,  availability  and  accessibility,  such  as: 
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•  overall  satisfaction  with  care  received 

•  convenience  of  location  of  doctors  and  hospitals 

•  excessive  paperwork  or  bureaucratic  hassles 

•  length  of  time  spent  in  the  waiting  room 

•  length  of  time  spent  with  the  practitioner 

•  degree  to  which  questions  were  answered 

Also  information  about  disenrollment  and  the  number  of  enrollee 
complaints  would  be  an  indication  of  satisfaction/dissatisfaction  with  the 
plan. 

3)  Provider  and  Practitioner-Specific  Descriptive  Information 

Further  details  on  plans  and  their  health  care  professionals  should  be 
provided  on  a  per-request-basis  either  from  the  plans  themselves  or  from  the 
health  allieince.  For  example,  if  a  consumer  is  trying  to  decide  between  Plan  A 
2uid  Plan  B,  he  or  she  may  want  to  review  a  more  detailed  description  of  the 
plan.  The  description  should  separate  the  plan's  unique  features  from 
required  items  and  be  written  in  a  standardized  format  to  be  determined  by  a 
national  entity. 

Information  such  as  fact  sheets  on  each  of  the  physicians  in  the  plan, 
their  training,  years  of  practice,  board  certification,  faculty  responsibilities, 
and  confirmed  disciplinaiy  actions  such  as  repeated  malpractice  payments 
would  be  provided  in  this  documentation.  Fact  sheets  on  individual  hospitals 
with  lists  of  services  and  other  details  should  be  available.  The  same  type  of 
information  could  be  developed  for  home  health  agencies,  laboratories, 
pharmacies  and  other  contracted  health  providers. 

4)  Condition-Specific  Provider  and  Practitioner  Quality  Report  Cards 
including  Enrollee  Surveys 

Condition  or  treatment  specific  information  is  important  to  the  person 
who  faces  a  major  operation  or  health  care  decision  and  should  be  available 
upon  request.  This  information  is  different  from  the  plan  specific  information 
in  that  it  includes  both  hospital  and  physician  specific  practice  profiles  and 
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outcomes  data  on  a  particular  procedure  or  condition.  This  is  similar  to  what 
has  been  done  for  coronary  artery  bypass  graft  surgery  in  both  Pennsylvania 
cuid  New  York.  The  information  could  be  presented  either  on  a  nation-wide  or 
a  region-wide  basis  and  could  be  available  from  the  national  health  board  or 
its  designees.  The  data  should  be  appropriately  adjusted  for  severity  to  avoid 
skewing  outcomes  for  surgeons  and  hospitals  serving  a  more  vulnerable 
population.  For  a  particular  condition,  this  data  could  include: 

•  number  of  a  surgeries  performed  (by  hospital  and  by  surgeon) 

•  death  rates  within  certain  time  periods 

Information  obtained  through  the  enrollee  satisfaction  surveys  which 
addresses  condition-specific  provider  and  practitioner  quality  and  outcomes 
should  be  part  of  this  report  card. 

Conclusion 

Consumer  information  must  be  developed  with  the  consumers'  needs  in 
mind.  Information  should  be  available  in  written,  verbal,  and  electronic 
forms.  It  will  need  to  be  available  in  different  languages  and  forms  for 
challenged  populations.  Independent  health  care  counseling  should  be 
available  to  assist  consumers  when  necessary.  The  success  of  health  care 
reform  is  largely  dependent  on  the  ability  of  consumers  to  make  wise  choices 
and  influence  the  quality  and  cost  of  health  care.  Therefore,  the  plans  must 
provide  the  consumer  with  the  necessary  tools  for  good  decision-making. 
This  will  require  resources,  but  we  believe  it  is  a  cost-effective  investment 
over  time. 

Finally,  good  information  and  decisions  alone  will  not  ensure  quality 
care.  Quality  assurance  measures,  grievance  and  appeals  procedures,  and 
independent,  external  entities  must  be  in  place  to  monitor  quality  and  enforce 
standards. 

The  organizations  that  are  working  with  the  coalition  stand  ready  to 
work  with  you  on  these  and  other  consumer  protection  issues  in  health  care 
reform. 
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June  26, 1993  DRAFT  DRAFT  DRAFT 

Coalition  for  Consumer  Protection  and  Quality 
in  Health  Care  Reform 

Draft  White  Paper  on 

Minimum  Requirements  for  Consvuner  Information 

Introduction 

Consumer  information  is  important  in  any  health  care  system,  but  it  is 
especially  essential  in  a  health  care  system  based  on  managed  competition. 
Managed  competition  assumes  that  consimiers  will  stimulate  high  quality 
and  low  costs  through  their  choices  of  health  care  plai\s  and  providers.  For 
this  to  happen,  consvmiers  must  have  access  to  uniform  and  comprehensive 
information.  The  data  collected  by  the  health  plans  should  be  verified  for 
accuracy  on  an  ongoing  basis  by  state  or  regional-level  entities  independent  of 
the  health  plans  or  health  alliances. 

A  national  entity  such  as  a  National  Health  Board  should  be 
responsible  for  1)  establishing  vmiform  data  formats,  2)  setting  standards  for 
collecting  and  analyzing  data  and  3)  determining  how  the  data  should  be 
distributed  on  the  national,  state  and  plan  levels.  It  is  essential  that  the  data 
and  information  be  accurate,  reliable,  comparable,  timely,  and  easy-to 
understand.  It  must  also  be  available  in  different  languages  and  formats  for 
p)eople  with  special  challenges  such  as  the  visually  or  hearing  impaired. 

We  want  to  make  it  clear,  however,  that  even  good  consumer 
information  will  not  eliminate  the  need  for  appropriate  grievance  and 
appeals  procedures,  internal  and  external  quality  assurance  and  external, 
independent  quality  oversight  and  monitoring  of  the  health  care  system.  In 
addition,  consumers  must  be  protected  from  unauthorized  disclosure  of  any 
personal  and  individually  identifiable  information. 

Summary 

We  believe  that  information  available  to  consiuners  must  be  more 
than  a  "report  card."  A  more  appropriate  description  for  what  is  needed  is  a 
"Consumer  Guidebook"  for  plan  selection  and  use.   National  standards 
should  mandate  what  specific  information  will  be  provided  in  this  guidebook 
and  it  should  be  readily  available  to  every  consumer. 

The  data  shoiald  also  be  utilized  to  assist  health  care  professionals  in 
providing  appropriate  and  effective  care  and  enabling  policy  makers  to  fine 
time  the  system  to  increase  quality  and  reduce  costs. 

We  envision  four  main  categories  of  information: 
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1)  plan-specific  descriptions  including  general  information  about  the 
health  alliance,  the  health  care  system  and  where  to  get  help 

2)  plan-specific  quality  report  cards — quality  indicators  reflecting  a 
common  set  of  performance  measures  and  enrollee  satisfaction 

3)  provider  and  practitioner-spedfic  descriptions  to  help  discriminating 
consumers  choose  a  plan  based  on  the  background  of  specific  doctors  or 
services  of  a  hospital 

4)  condition-specific  provider  and  practitioner  quality  report  cards  to  help 
guide  the  consumer  to  the  best  specialist  or  die  best  hospital  for 
treatment  of  a  specific  condition. 


1)  Plan-Specific  Description  Information 

If  consumers  are  going  to  make  informed  choices,  they  need  good 
vmderstandable  information  describing  plan  configurations,  how  the  health 
care  delivery  system  works,  how  to  use  the  consiuner  guide,  how  to  appeal  a 
health  care  decision,  how  to  resolve  complaints,  and  how  to  contact  a  health 
ombuds-  or  coimseling  program.  Next,  they  will  need  to  know  the  prices, 
benefits,  and  services  of  eadi  plan  option.  The  goal  is  to  enable  the  constmier 
to  compare  health  care  plans  in  a  given  health  alliance.   The  information 
should  include  descriptive  and  practical  simimaries  presented  in  a 
comparative  format. 

Price,  benefit  and  plan  operation  information  cotdd  include: 
Price  Information: 

•  premiums,  deductibles  and  co-payments 

•  cost  or  implications  of  using  services  outside  the  plan 

•  cost  of  coverage  beyond  the  basic  plan 

•  premium  increase  trend 

Benefits.  Plan  Description  and  Policies: 

•  benefits  covered 

•  services  not  covered  by  the  plan 

•  time  in  operation 

•  membership  size  and  percent  in  certain  age  groups 

•  number  of  physicians 

•  ratio  of  membership  to  primary  care  physicians 

•  ratio  of  physician  to  non-physidan  primary  care  practitioners 
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spedcdists  available  within  the  plan;  outside  the  plan 

ratio  of  board  certified  physicians  to  non-board  certified 

names  of  participating  hospitals,  home  health  agencies,  laboratories, 

diagnostic  facilities,  pharmacies 

contractual  relations  between  plans  and  providers 

plan  policy  regarding  scheduling  of  routine  aimuai  physical  exams, 

pre-natal  visits,  well-baby  visits,  immunizations 

plan  policy  regarding  prompmess  of  access  for  evaluation  of  symptoms 

plan  policy  regarding  urgent  care,  hospitalization,  length  of  hospital 

stays,  specialist  referrals,  diagnostic  procedures,  mental  health  services, 

laboratory  services,  home  health  services,  prescriptior\s 

plan  policy  regeirding  second  cind  third  opinions 

phone  numbers  for  information  specialist  who  can  explain  plan  details 


2)         Flan-Specific  Quality  Report  Cards — quality  indicators  reflecting  a 
common  set  of  performance  measures  and  enrollee  satisfaction  siuveys 

The  "report  card"  or  quality  measures  and  consximer  satisfaction 
section  of  the  consumer  guidebook  should  compare  the  plans,  providers,  and 
practitioners  in  a  given  health  alliance  and,  when  appropriate,  provide 
national  averages  for  comparison.  Areas  that  should  be  covered  include 
eru-ollee  access  to  care,  quality  of  care,  appropriate  use  of  mediccd  care, 
utilization  rates,  and  the  effectiveness  of  specific  treatments  and  patient 
outcomes  by  diagnosis  or  procedure.  Information  about  where  to  get 
assistance  in  interpreting  the  information  and  data  should  be  provided  to  the 
consumer. 

Performance  Measures 

Use  of  a  common  set  of  performance  measures  will  not  only  provide 
consumers  with  good  decision-making  information,  it  will  also  enable  health 
plans  and  providers  to  identify  the  best  practices.  The  national  health  entity 
created  to  oversee  the  new  health  care  system  should  also  use  the  quality 
measures  in  the  development  and  dissemination  of  clinical  practice 
guidelines,  the  updating  of  the  benefit  packages,  and  the  analysis  of  the  cost- 
effectiveness  of  the  health  care  provided. 

It  is  expected  that  quality  and  its  indicators  will  improve  and  evolve 
based  on  information  from  outcomes  research.   Required  reporting  of  patient 
care  encounters  (presenting  problem,  diagnosis  and  treatment),  and  uniform 
patient  identifiers  to  allow  longitudinal  records,  should  be  considered.     In 
addition,  reporting  of  complicatiorw  and  hospital  acquired  injuries  in  the 
clinical  record  should  be  required.   Cliiucal  information  will  provide  far  more 
useful  data  than  data  extracted  from  billing  codes  (notably  not  available  from 
managed  care  programs).  Outcomes  research  studies  should  be  conducted  to 
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evaluate  the  results  of  the  health  care  process  on  the  patients,  including 
physiological  measurements,  functional  status,  and  well-being  or  quality  of 
life.   This  information  should  be  made  available  to  consumers,  providers, 
and  policy  makers.  These  measures  are  essential  for  competition  to  succeed 
in  improving  and/or  maintaining  quality  of  health  services. 

The  following  types  of  information  could  be  included  in  this  section  of 
the  guidebook: 

Preventive  Care 

Percentage  of  enrollees  of  certain  age  groups  for  whom  appropriately 
timed  preventive  measures  were  provided  or  recommended,  such  as: 

health  history  interview  and  record 

annual  physical  and  functional  status  assessment;  urinalysis;  blood 

hemoglobin,  cholesterol  (adult) 

childhood  immxinizations  2J\d  boosters 

seniors:  flu  vaccination  annually;  pneumococcal  vaccination  one-time; 

boosters  for  tetanus  and  diphteria 

hepatitis  b  vaccine  (for  those  with  high  exposure  risk) 

tuberculosis  screening 

colorectal  screening 

m«mamogram  screening 

gynecological  exam  and  Pap  smear  annually  (adult  and/or  sexually 

active  females) 

prenatal  care  during  1st,  2nd,  3rd  trimesters 

routine  eye  exams  for  seniors  and  diabetics 

Indicators  of  imdesired  or  unplanned  occurrences,  such  as: 

•  inappropriate  use  of  medications 

•  re-admissions  within  30  days  of  post-surgery  hospital  discharge 

•  location-of-service  acquired  infections 

•  pressure  ulcers  occurring  in  patients  confined  to  bed. 

•  injuries  sustained  at  location-of-service:  e.g.,  fractures,  muscle 
contractures,  harniful  medication  and  treatment  errors 

UtiUzation  of  services  related  to  service  policv.  such  as: 

•  average  time  between  first  report  of  acute  illness  and  examination 

•  average  time  between  diagnosis  and  treatment  of  acute  illness 

•  percent  follow-up  visit  or  phone  call  after  acute  illness 

•  average  length  of  hospital  stay:  surgery,  normal  delivery,  C-section, 
rehabilitation,  mental  health  acute  care 

•  number  of  referrals  to  specialists  per  primary  practitioner 
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•  number  of  referrals  for  diagnostic  procedures 

•  average  time  between  diagnosis  and  various  kinds  of  elective 
procedures 

Consumer  Satisfaction 

A  standard  survey  should  be  developed  that  will  measure  satisfaction 
among  health  plan  participants.   It  could  have  some  regional  or  otherwise 
appropriate  individualized  characteristics,  but  the  main  body  of  the  survey 
should  be  consistent  across  the  country  so  that  it  can  be  used  for  national 
comparisons.  The  survey  should  be  short  and  clear  and  contain  questions 
related  to  acceptability,  availability  and  accessibility.  It  could  include: 

overall  satisfaction  with  care  received 

degree  to  which  questions  were  answered 

adequacy  of  treatment  information 

did  treatment  alleviate  symptoms 

convenience  of  location  of  doctors  and  hospit«ds 

number  of  specialists  from  which  to  choose 

nximber  of  primary  care  physicians  from  which  to  choose 

ease  of  obtaining  desired  referral 

attitude  of  staff  and  of  physician 

length  of  time  between  making  appointment  and  visit  for  symptoms; 

for  preventive  care 

length  of  time  "on  hold"  before  getting  through  to  the  plan 

length  of  time  spent  in  the  waiting  room 

length  of  time  spent  with  practitioner 

length  of  time  between  diagnosis  and  treatment 

availability  of  advice  over  the  phone 

excessive  paperwork  or  bureaucratic  hassles 

willingness  to  recommend  this  plan  to  a  friend 

It  should  be  mentioned  that  the  New  England  Medical  Center,  Health 
Institute  has  developed  an  "Employee  Health  Care  Value  Survey"  as  part  of 
the  Health  Flan  Employer  Data  and  Information  Set,  HEDIS,  which  looks 
quite  promising. 

Membership  statistics 

Membership  statistics  can  also  be  indicative  of  consumer  satisfaction 
and  should  be  listed: 

•  nimiber  of  new  eru-ollees  and  dis-enrollees  per  year 

•  number  of  eru-oUee  complaints 
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3)         Provider  and  Practitioner-Specific  Descriptive  Information 

Further  details  on  plans  and  their  health  care  professionals  should  be 
provided  on  a  per  request  basis.  For  example,  if  a  consvimer  is  trying  to  decide 
between  Plan  A  and  Plan  B,  he  or  she  may  want  to  review  the  detailed  plan 
descriptions,  which  would  be  written  in  a  standardized  format  with  the  plan's 
unique  featvires  set  apart  from  items  that  the  plans  must  contain. 
Information  such  as  fact  sheets  on  each  of  the  physicians  in  the  plan,  their 
training,  years  of  practice,  board  certification,  faculty  responsibilities,  and 
documented  disciplinary  actions  including  repeated  malpractice  payments, 
shoiild  be  provided  in  this  documentation.   Fact  sheets  about  home  health 
services,  hospitals,  laboratories  and  other  contracted  health  facilities  could 
also  be  developed.  The  health  alliances  or  individual  plans  would  supply 
this  information. 

Hospitzds 

Types  of  services  provided,  bed  capacity  and  nursing  services  staffing  of 
each  type  of  imit 

emergency  department 

intensive  care  vmit 

cardiac  care  tmit 

general  medicine  and  specialty  imits 

rehabilitation  therapies 

surgery  general  and  specialties 

obstetrics:  delivery  room,  birthing  room,  operative  procedures 

newborn  care:  normid  newborn  amd  intensive  care  nurseries 

radiology  treatment  and  diagnostic  capacity 

laboratory 

social  services  and  discharge  planning 

Home  Health  Services 

•  skilled  nursing  and  rehabilitative  care 

•  hospice  care  services 

•  personal  care  aides 

•  home  care  equipment  (e.g.  oxygen,  suction,  special  beds) 

Out-patient  Services 

•  urgent  care 

•  diagnostic  and  follow-up  care 

•  pharmacy  services 

•  laboratory  services 
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Nursing  home  skilled  care 

•  routine  practitioner  visits 

•  diagnostic  services 

4)         Condition-Specific  Provider  and  Practitioner  Report  Cards  including 
Eiuollee  Surveys 

Condition  or  treatment  specific  information  is  important  to  the  person 
who  faces  a  major  operation  or  health  care  decision  and  should  be  available 
upon  request.   This  information  is  different  from  the  plan  specific  report  card 
in  that  it  includes  both  hospital  and  physician  specific  practice  profiles  and 
outcomes  data  on  a  particular  procedure  or  condition. 

For  example,  a  consumer  may  want  to  know  which  hospital  in  the 
region  (or  the  country)  has  the  most  experience  in  kidney  transplants;  which 
surgeon  has  the  lowest  mortality  rate  within  that  particular  hospital  or 
within  a  region;  which  hospital  has  the  lowest  mortality  rate;  which  has  the 
lowest  post-surgery  complication  rates,  and  other  factors.  This  is  similar  to 
what  has  been  done  for  coronary  artery  bypass  graft  surgery  in  both 
Pennsylvania  and  New  York.   The  information  could  be  presented  either  on  a 
nation-wide  or  a  region-wide  basis  and  could  be  available  from  the  national 
health  board  or  its  designees.  The  data  should  be  appropriately  adjusted  for 
severity  to  avoid  skewing  outcomes  for  siargeons  and  hospitals  serving  a 
more  vxilnerable  population.   Also,  health  counselors  should  be  available  for 
answering  questions  regarding  this  and  other  consumer  information. 

Information  obtained  through  the  enroUee  satisfaction  sxirveys  which 
addresses  condition-specific  provider  and  practitioner  quality  and  outcomes 
should  also  be  available  as  part  of  this  report  card. 

Confidentiality  of  Personal  Information 

With  more  emphasis  on  data  collection  and  improved  electronic  data 
interchange,  the  risk  of  violating  a  person's  right  to  privacy  increases.   Health 
care  information  often  contain  very  personal  information  about  physical  and 
mental  medical  history,  conditions  and  treatments. 

The  collection,  storage,  handling,  and  transmission  of  individually 
identifiable  health  care  data  should  in  no  way  infringe  upon  a  person's  right 
to  privacy  and  to  keep  certain  information  confidential.   National  uniform 
standards  should  delineate  very  specifically  what  type  of  individually 
identifiable  information  may  or  may  not  be  released  without  the  person's 
authorization.    Such  standards  should  also  delineate  to  whom  confidential 
data  may  be  released  and  for  what  purposes  it  may  be  used. 
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In  conclusion 

Consumer  information  must  be  developed  with  the  consiuners'  needs 
in  mind.   Information  should  be  available  in  written,  verbal,  electronic 
forms,  and  in  Braille  and  other  langviages  to  reach  all  populations.  The 
success  of  health  care  reform  is  largely  dependent  on  the  ability  of  consumers 
to  make  wise  choices  and  influence  the  qtiality  and  cost  of  health  care. 
Therefore,  the  plan  must  provide  the  consumer  with  the  necessary  tools  for 
good  decision-making.  Consumers  need  to  know  which  provider  offers  the 
best  services  at  the  least  costs,  which  practitioners  have  the  most  success  with 
which  treatments,  and  which  hospitals  are  most  likely  to  send  the  patient 
home  without  further  complication.   They  also  need  protection  against 
misuse  of  their  personal  records  and  information  about  where  to  go  to  file 
complaints,  appeal  a  decision  and  get  outside  assistance  by  a  health 
ombudsprogram  or  counselor.  This  will  reqxiire  resources,  but  they  will 
undoubtedly  pay  for  themselves  over  time. 

Finally,  good  information  and  decisions  alone  will  not  ensiu-e  quality 
care.  Quality  assurance  measures,  grievance  and  appeals  procedures,  and  an 
independent,  external  entity  must  be  in  place  to  monitor  quality  and  enforce 
standards. 
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TESTIMONY  OF  SIDNEY  M.  WOLFE,  M.D. 

DIRECTOR,  PUBLIC  CITIZEN'S  HEALTH  RESEARCH  GROUP 

SX7BCOMMITTBB  ON  REGULATION,  BUSINESS  OPPORTUNITIES,  AND 

TECHNOLOGY,  COMMITTEE  ON  SMALL  BUSINESS 

HEARING  ON  BARRIERS  TO  CONSUMER  ACCESS  TO  HEALTH  INFORMATION 

JUNE  28,1993 

HJBtory  of  Organized  Medicine 'b  Resistance  to  Public  AcceBs 

Today's  National  Practitioner  Data  Bank  battle  and  other 
battles  between  the  public  right  and  desire  to  know  more  about 
doctors  in  whose  hands  they  entrust  their  lives  and  health  versus 
organized  medicine's  wishes  to  keep  secret  such  information  has  a 
long  history. 

Exactly  20  years  ago,  in  July  1973,  as  the  Health  Research 
Group  collected  data  from  doctors  in  Prince  George's  County  (in 
suburban  Washington.  D.C.)  for  what  was  the  first  doctor's 
directory  for  consumers  in  the  United  States,  the  Executive 
Director  of  the  Maryland  Medical  Society  successfully  intimidated 
many  doctors  who  were  willing  to  give  us  information  into  non- 
cooperation  by  threatening  them  with  loss  of  their  medical  license. 
Referring  to  then-existing  state  laws  including  one  in  Maryland, 
ultimately  derived  from  the  AMA's  Code  of  Ethics,  he  said  that  any 
directory  of  doctors  that  contains  "information  that  would  point 
out  differences  between  doctors  "  is  prohibited  by  Maryland  law. 

More  recently,  a  reporter  for  New  York  Newsdav  had  to  file  a 
lawsuit  against  the  New  York  State  Health  Department  to  obtain  data 
showing  doctor-specific  differences  in  risk-adjusted  coronary 
bypass  death  rates.  The  state  argued  unsuccessfully,  on  behalf  of 
New  York  doctors,  that  disclosure  of  these  data  to  the  public 
constituted  an  "unwarranted  invasion  of  the  personal  privacy"  of 
the  heart  surgeons.  The  court  soundly  rejected  this  self-serving 
argument  and  the  data  were  released  and  published. 

Current  Battle  to  Open  the  National  Practitioner  Data  Bank 

Thanks  to  implicit  threats  that  the  AMA  would  not  support 
passage  of  the  1986  legislation  which  established  the  data  bank, 
the  valuable  information  which  it  contains  is  not  only  kept-  secret 
from  patients  but  from  doctors  as  well.  If  I  want  to  refer 
Congressman  Wyden  or  anyone  else  to  another  physician  and  wish  to 
know  if  he  or  she  has  had  their  hospital  admitting  privileges 
suspended  or  restricted,  has  had  one  or  more  malpractice  payouts 
against  them  or  has  been  the  subject  of  other  disciplinary  actions, 
I,  as  a  physician  with  a  fiduciary  duty  to  my  patients  along  with 
all  of  the  patients  who  want  to  find  out  about  this  am  excluded  by 
law  from  obtaining  doctor-identified  information  from  the  data 
bank. 

Whereas  we  strongly  support  legislation  to  open  the  data  bank, 
the  American  Medical  Association's  House  of  Delegates  earlier  this 
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month  passed  a  resolution  stating:  "RESOLVED,  That  the  American 
Medical  Association. . .call  for  the  dissolution  of  the  National 
Practitioner  Data  Bank." 

As  we  move  rapidly  towards  the  millennixim  and  the  twenty-first 
century,  the  American  Medical  Association  is  clearly  acting  in  this 
instance  as  a  crude,  self-interested  trade  association  no  better 
than  the  many  others  poisoning  Washington.  By  seeking  the 
"dissolution"  of  the  data  bank,  the  AMA  wants  to  protect  the 
minority  of  American  doctors  about  whom  there  is  information  in  the 
data  bank  from  the  scrutiny  of  either  their  own  patients  or  other 
physicians. 

Data  In  the  Matlonal  Practitioner  Datx  h^tiIt  ne  of  June  18,  1993 

The  most  recent  report  from  the  data  bank,  reflecting  all  data 
accumulated  since  it  became  operational  on  September  1,  1990 
shows  the  following: 

1.  6,435  practitioners  (approximately  3/4  physicians  and  1/4 
dentists)  have  reports  of  adverse  actions,  including  7,065  state 
licensure  actions  (in  some  cases  there  is  more  than  one  action  per 
practitioner),  2,660  clinical  privilege  actions  (mainly  loss  or 
restriction  of  hospital  privileges) and  119  professional  society 
membership  actions. 

2.  41,556  practitioners  have  one  or  more  malpractice  payment 
reports  in  the  data  bank,  95.3%  of  these  reports  concerning 
physicians . 

mrnw^iys  Of  the  Kind  of  Data  In  the  Daf  "y"if 

The  Public  Citizen  Health  Research  Group  has  been  keeping  its 
own  data  bank,  based  mainly  on  reports  we  obtain  of  state  medical 
board  actions.  According  to  data  received  as  of  January  1992  the 
kinds  of  actions  included  probation,  22%,  revocation,  14%, 
suspension,  13%,  surrender  of  license,  10%,  fine,  5%,  reprimand, 
5%, and  other  actions,  33%. 

The  6,097  state  disciplinary  actions  for  which  the  states  told 
us  the  doctors'  offenses  which  had  led  to  the  actions  included: 

*  Misprescribing  or  overprescribing  of  drugs,  14% 

*  Substandard  care,  inconpetence  or  negligence,  11% 

*  Personal  history  of  drug  or  alcohol  abuse,  10% 

*  Criminal  Conviction,  10% 

*  Professional  Misconduct,  7% 

*  Providing  false  information  to  the  board,  3% 

*  Mental  or  physical  impairment,  3% 

*  Sexual  abuse  of  or  sexual  misconduct  with  a  patient,  2% 

Despite  the  seriousness  of  many  of  these  offenses,  the 
licenses  of  the  physicians  who  committed  them  are  often  neither 
revoked  nor  suspended  and  many  of  these  doctors  are  practicing 
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medicine,  seeing  patients  who  are  completely  in  the  dark  about  what 
the  state  boards  have  concluded. 

For  the  physicians  found  to  be  incompetent,  negligent,  or 
giving  substandard  care,  65%  or  450  cases  did  not  result  in 
suspension  or  revocation  and  the  doctors  are  still  practicing. 

For  the  offense  of  overprescribing  or  misprescribing  of  drugs, 
71%  or  in  598  cases  the  doctors  are  still  practicing.  For  personal 
history  of  drug  or  alcohol  abuse,  76%  or  484  doctors  are  still 
practicing  and  for  criminal  conviction,  38%  or  385  are  still 
practicing. 

The  point  is  not  necessarily  that  the  licenses  of  all  or  even 
most  of  these  doctors  should  have  been  suspended  or  revokes -- 
although  for  certain  offenses  some  states  are  stricter  than  others- 
-but  the  patients  who  go  to  these  doctors  have  a  right  to  know  more 
about  them  than  they  read  in  the  yellow  pages  or  see  on  the 
diplomas  on  the  doctors'  walls.  More  fully  informed  means  more 
protected. 

Why  public  accegs  to  the  data  b'*nit  i«  Important; 

1.  Patients  need  a  full  range  of  data  in  order  to  make  informed 
decisions  in  choosing  health  care  providers.  This  is  especially 
inportant  in  the  current  reform  climate  that  emphasizes  consumers' 
role  in  the  "marketplace"  under  all  types  of  national  health 
insurance  proposals.  Consumers  currently  have  more  information  when 
choosing  cars  than  doctors. 

2.  Physicians  and  others  acting  as  "agents"  of  patients  need  a  full 
range  of  data  to  make  conscientious  referrals  to  other  providers. 
Such  information  would  protect  hospitals  '  and  other  corporate 
entities  by  enabling  them  to  screen  out  negligent  colleagues  whose 
actions  could  expose  the  entity  to  liability.  Thus,  the  Data  Bank 
should  be  viewed  as  a  resource  by  the  medical  community  rather  than 
as  a  threat . 

3.  The  importance  of  the  ability  to  "shop  around"  is  more  than 
academic.  Harvard  studies  estimate  one  percent  of  all  hospitalized 
patients  are  injured  or  killed  each  due  to  physician  negligence. 
Yet  only  a-  fraction  of  substandard  doctors  are  penalized  by  state 
medical  boards.  By  combining  state  board  actions  with  other  data, 
the  Data  Bank  offers  the  best  information  available. 

4.  While  some  of  the  disciplinary  information  in  the  Data  Bank  is 
available  through  other  sources,  it  is  very  difficult  for  most 
people  to  obtain.  The  Data  Bank  is  the  only  resource  that  presents 
the  whole  spectrum  of  a  provider '3  record,  which  is  crucial  to 
understanding  the  value  of  any  individual  action.  In  fact,  the 
opportunity  to  view  each  action  in  context  argues  against  claims 
that  malpractice  settlements  will  be  inappropriately  weighed  by 
consumers  or  that  the  data  will  be  otherwise  misunderstood. 
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5.  Pxiblic  scrutiny  increases  accountability  of  the  system,  e.g. 
revealing  incidents  that  should  have  been  but  were  not  reported  to 
the  Data  Bank. 

Why  the  Data  ««riir'g  function  ehould  not  be  left  to  the  private 
eector ; 

1,  A  federal-level  public  program  provides  a  single  collection 
point  for  uniform  data  that  the  private  sector  could  not  achieve. 
Consistent  nationwide  data  are  valuable  for  many  reasons, 
including  .consumer  mobility,  system-wide  policy  development  and 
budgeting,  quality  oversight,  etc. 

2.  Selective  private  sector  distribution  of  "comparative"  data  is 
vulnerable  to  being  used  as  an  "advertisement"  for  the  compiling 
entity,  e.g.  the  recent  "consumer  report  card"  by  United  Healthcare 
Corporation,  praised  by  Sen.  Durenberger  as  a  "model  for  industry 
[and]  focus  for  national  health  care  reform  debate." 

STATOTORY  AMBHDMENT  FOR  PUBLIC  ACCESS  TO  THB  DATA  BANK 

As  currently  drafted.  Title  IV  of  the  Health  Care  Quality 
Inprovement  Act  of  1986  deems  all  information  submitted  to  the  Data 
Bank  "confidential"  (except  for  information  that  does  not  permit 
the  identification  of  any  particular  health  care  entity,  physician, 
other  health  care  practitioner,  or  patient) ,  and  places  strict 
limitations  on  the  use  of  such  data.  This  means  that  members  of 
the  public,  including  other  physicians,  may  not  gain  access  to 
information  in  the  Data  Bank,  and  those  that  improperly  release 
such  information  are  subject  to  strict  penalties. 

The  goal  of  this  proposed  amendment  to  the  Act  is  to  eliminate 
the  current  legal  barrier  to  public  access  to  the  Data  Bank.  The 
amendment  follows  the  current  language  of  the  statute  as  closely  as 
possible,  while  shifting  the  focus  from  confidentiality  of 
practitioner  data  to  preserving  the  confidentiality  of  patients . 

PROPOSED  AMENDMENT 

Delete  current  42  U.S.C.  §  11137(b)(1)  in  its  entirety  and  replace 
it  with  the  following: 

Information  reported  under  this  subchapter  that  permits 
the  identification  of  any  patient  is  considered 
confidential  and  shall  not  be  disclosed  (other  than  to 
the  physician,  practitioner,  or  patient  involved)  except 
with  respect  to  professional  review  activity,  as 
necessary  to  carry  out  subsections  (b)  and  (c)  of  section 
11135  of  this  title  (as  specified  in  regulations 
promulgated  by  the  Secretary)  ,  or  in  accordance  with 
regulations  of  the  Secretary  promulgated  pursuant  to 
sxibsection  (a)  of  this  section.  Nothing  in  this 
subsection   shall   prevent   the   disclosure   of   such 
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information  by  a  party  which  is  otherwise  authorized, 
under  applicable  state  law,  to  make  such  disclosure. 
Information  reported  under  this  part  that  does  not  permit 
the  identification  of  a  patient  shall  not  be  considered 
confidential.  The  Secretary  (or  the  agency  designated 
under  section  11134(b)  of  this  title),  on  application  by 
any  person,  shall  disclose  all  non-confidential 
infor^nation  reported  under  this  subchapter. 

Delete  current  42  U.S.C.  §  11137(b)(3)   in  its  entirety,  and 
renumber  the  following  subsections  accordingly. 
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Center  for  Patients'  Rights  is  a  non-profit  organization 
dedicated  to  protecting  the  rights  of  medical  consumers  and  victims  of  malpractice. 
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Good  morning,  my  name  is  Laura  Wittkin.  I  am  the  Executive  Director  of  the  National 
Center  for  Patients'  Rights  (CPR),  a  malpractice  victims'  and  patients'  rights  advocacy 
and  support  group.  Thank  you  for  inviting  us  to  participate  in  this  hearing  today  to 
examine  the  need  for  consumers  to  make  informed  choices  about  their  practitioners, 
providers  and  health  care  plans.  It  is  an  issue  which  is  of  paramount  importance  to 
anyone  seeking  medical  care  in  the  United  States,  today. 

The  Center  for  Patients'  Rights  assists  victims  and  concerned  medical  consumers 
thoughout  the  country.  We  have  chapters  in  New  York,  Massachusetts  and  West  Virginia, 
and,  on  average,  CPR  receives  200  phone  calls  a  week.  Eighty-five  percent  of  those 
calls  deal  with  patients  who  have  been  harmed  by  poor  care.  These  individuals  are  not 
only  seeking  victim  support  and  guidance  about  how  to  file  complaints  or  pursue  their 
legal  rights,  they  are  often  desperately  ill  and  in  need  of  immediate  medical  attention  but 
don't  know  where  to  turn.  They  have  lost  faith  in  the  profession,  and  in  their  own  ability 
to  judge  whether  a  practitioner  is  competent  or  not. 

But  no  matter  why  people  contact  us  initially,  in  the  end,  most  consumers  share  a 
common  frustration  and  apprehension  about  the  lack  of  public  access  to  quality-related 
information  about  doctors,  hospitals  and  health  plans.  They  contact  our  group  hoping  we 
can  direct  them  to  a  good  doctor  or  hospital  or  show  them  how  they  can  find  one 
themselves.  But  unfortunately,  for  the  most  part,  we  can't. 

The  reality  is  that  despite  the  fact  that  we  live  in  one  of  the  most  technologically  and 
scientifically  advanced  countries  in  the  world,  it  is  virtually  impossible  for  consumers  to 
find  out  about  the  quality  of  a  health  care  provider.  And  although  this  may  sound  like  a 
cliche  it's  true,  we  DO  know  more  about  the  quality  of  our  toasters  and  T.V.s  than  we  do 
about  the  doctors  and  hospitals  in  whose  hands  we  place  our  lives  and  the  lives  of  our 
loved  ones. 

Trying  to  uncover  information  about  a  doctor's  background  often  requires  the  skill,  training 
and  perseverance  of  a  detective. 

When  people  call  to  check  on  a  doctor's  background  they  are  generally  interested  in: 


0  Malpractice  actions 
0   Hospital  Disciplinary  actions 
0  Medical  Training 
o  Skill  and  expertise 
in  certain  procedures 


o      Medical  Board  Disciplinary  actions 
o     Board  Certifications 
o     Hospital  Affiliations 
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Before  walking  a  caller  through  the  many  steps  they  must  take  to  gather  some  of  this 
information,  we  forewarn  them  that  most  of  the  information  a  patient  needs  to  make  an 
informed  decision  about  his  or  her  practitioner,  is  either  unavailable,  fragmented  and 
incomplete. 

CHECKING  ON  A  DOCTOR: 

Medical  Board  Disciplinary  Actions: 

After  issuing  that  caveat,  we  suggest  they  start  by  calling  their  State  Medical  Board,  which 
many  people  are  still  unfamiliar  with.  Depending  upon  what  state  someone  lives  in,  they 
may  find  out  when  the  doctor  was  licensed,  if  he  or  she  is  currently  registered  to  practice, 
what  school  they  went  to,  and  whether  or  not  their  licensure  is  in  good  standing.  But 
that's  the  easy  part. 

If  they  want  to  find  out  if  the  doctor  has  been  disciplined  by  the  state,  they  must 
specifically  ask  or  it  will  not  be  volunteered.  If  they  phrase  the  question  improperly,  as 
most  people  do,  they  will  receive  inaccurate  information.  For  example,  most  people, 
unfamiliar  with  the  terminology,  ask  if  a  doctor  has  any  complaints  against  his  or  her 
license,  instead  of  disciplinary  actions.  Complaints  are  confidential  in  virtually  all  states 
until  they  have  been  acted  on,  or  in  some  states,  closed.  Therefore  the  answer  to  a 
question  phrased  that  way,  will  always  be  either  "NO",  or  "THAT  INFORMATION  IS  NOT 
AVAILABLE  TO  THE  PUBLIC".  And  at  that  point,  most  people  will  not  pursue  the  matter 
further. 

If  they  only  ask  if  a  doctor's  license  is  in  good  standing,  and  that  doctor  had  just  had  a 
revoked  license  restored  or  come  off  of  a  suspension  or  probation,  the  answer  will  be 
"YES,  THAT  DOCTOR'S  LICENSE  IS  IN  GOOD  STANDING".  Therefore,  we  always 
instruct  consumers  to  not  only  ask  if  the  license  is  in  good  standing,  but  to  ask  if  a  doctor 
HAS  EVER  been  disciplined  by  the  state.  If  the  answer  is  affirmative,  they  must  generally 
make  a  request  in  writing  in  order  to  find  out  why  the  doctor  was  disciplined.  The 
requests  can  take  weeks  to  process  and  there  is  a  fee  for  photocopying,  which  can  be 
expensive  depending  on  how  voluminous  the  file  is  and  how  many  doctors  you  are 
requesting  information  on. 

Approximately,  one  half  of  the  medical  boards  in  the  U.S.  provide  information  about 
doctors  who  have  been  fonmally  charged  with  medical  misconduct,  meaning  a  complaint 
was  investigated  and  grounds  were  found  to  initiate  a  misconduct  proceeding.  This  is  a 
vital  piece  of  information  because  it  often  takes  years  for  a  doctor  to  move  through  the 
discipline  process.  During  that  time,  most  doctors  are  usually  allowed  to  continue 
practicing,  leaving  their  unsuspecting  patients  vulnerable  to  harm.  Again,  we  instruct 
consumers  to  specifically  ask  this  question,  because  the  information  will  not  be 
volunteered.  And  the  vast  majority  of  these  states  will  not  tell  you  the  reason  for  the 
misconduct  charges,  unless  you  send  a  request  in  writing. 
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On  top  of  everything  else,  many  consumers  who  attempt  to  contact  state  medical  boards 
often  have  great  difficulty  getting  though.  More  times  than  not,  they  simply  give  up.  State 
medical  txjards  are  definitely  NOT  user  friendly. 

Board  Certifications: 

In  addition  to  checking  with  the  medical  boards,  we  suggest  that  people  check  to  see  if 
their  doctor  is  board  certified  with  one  of  the  23  recognized  board  specialties  in  the 
country.  There  is  a  national  toll  free  number,  that  you  can  actually  get  through  to,  which 
will  provide  you  with  this  information. 

But  we  caution  against  placing  too  much  value  on  this  fact  alone.  We  have  found  that 
even  if  a  doctor  is  board  certified  they  are  not  regularly  recertified.  And  according  to  a 
GAO  report,  board  certified  doctors  are  sued  for  malpractice  as  often,  if  not  more  often, 
than  non-Board  certified  doctors. 

We  also  suggest  that  people  pay  close  attention  to  a  doctor  who  has  a  board  certification 
from  an  unrecognized  Board.  That  is  something  they  should  certainly  investigate  further. 

Hospital  Affiliations: 

If  a  consumer  wants  to  find  out  what  hospital  a  doctor  is  affiliated  with,  we  recommend 
that  they  ask  the  doctor  directly.  Where  a  doctor  has  privileges  may  indicate  something 
about  the  doctor's  competence,  but  not  always.  We  also  recommend  that  the  person  call 
the  hospital  themselves  to  confirm  that  the  doctor  actually  does  have  privileges. 
Unfortunately,  we  have  seen  too  many  cases  of  dangerous  doctors  unable  to  get 
privileges,  who  operate  out  of  these  boutique  "butcher"  shops,  and  routinely  lie  to  their 
patients  about  their  hospital  affiliations. 

Malpractice  Actions: 

Checking  on  malpractice  actions  against  doctors  is  also  a  daunting  and  often  undoable 
task.  Depending  on  what  state  you  live  in  or  even  what  part  of  the  state  you  live  in  you 
may  or  may  not  be  able  to  research  a  doctor's  malpractice  history. 

There  are  a  handful  of  state  boards  in  the  country  that  do  make  some  malpractice-related 
information  public.  But  again,  you  must  know  to  ask  about  this  or  you  won't  be  told.  One 
state  might  just  tell  you  the  number  of  times  a  doctor  has  been  sued,  another  might  only 
tell  you  about  CLOSED  malpractice  cases,  but,  of  these  few  states,  most  will  not  tell  you 
anything  specific  about  the  nature  of  the  malpractice  action.  Some  may  give  you  this 
information  over  the  phone,  others  may  require  that  you  put  your  request  in  writing. 
And  some  states,  like  Massachusetts,  do  not  keep  their  malpractice  information  current, 
so  when  a  consumer  calls  to  find  out  at)out  lawsuits  against  a  doctor,  they  may  be  given 
misleading  and  potentially  harmful  information. 
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In  our  experience,  most  people  end  up  having  to  do  courthouse  searches,  which  are 
enormously  time  consuming  and  often  disappointing.  There  is  no  consistency  in  the  way 
courts  file  cases.  Some  may  file  cases  by  plaintiff  only,  some  by  defendant  only  and 
others  may  cross-reference.  The  New  York  state  court  system  is  a  perfect  example  of 
this  inconsistency. 

If  you  live  in  parts  of  upstate  NY  it  is  relatively  easy  to  do  a  courthouse  search  because 
cases  in  those  counties  are  filed  by  defendant  or  cross-referenced.  In  New  York  City, 
however,  where  most  of  the  state's  malpractice  occurs,  we  are  unable  to  find  out  the 
malpractice  history  of  a  doctor  because  cases  are  filed  by  plaintiff  only. 

Generally,  we  tell  people  to  begin  their  search  by  calling  the  civil  courthouse  in  the  area 
in  which  the  doctor  practices.  We  instruct  them  to  speak  to  a  clerk  in  the  record  or 
docket  room  to  ask  how  their  cases  are  filed.  If  they  are  filed  by  plaintiff  only,  it  will  be 
almost  impossible  to  locate  the  malpractice  actions  against  the  doctor,  unless  someone 
has  weeks  or  months  of  spare  time  to  devote  to  the  search.  If  the  court  files  cases  by 
defendant  or  cross-references  cases,  then  we  suggest  that  they  go  down  to  the 
courthouse  record  room  to  see  if  there  are  any  cases  against  the  doctor.  (They  will  not 
provide  you  with  this  information  by  phone.)  If  the  court  system  is  on  computer,  they  may 
simply  punch  in  the  doctor's  name  to  see  if  any  cases  come  up.  If  there  are  cases 
against  the  doctor,  we  suggest  they  copy  down  the  case  numbers  and  ask  the  clerk  to 
pull  the  file  in  order  to  find  out  about  the  nature,  seriousness  and  status  of  the  malpractice 
action. 

If  the  court  does  not  have  a  computer  system,  they  would  have  go  though  volumes  of 
books,  which  list  cases  alphabetically  (by  defendant),  by  year.  Some  courts  keep 
malpractice  cases  in  separate  books,  others  do  not.  We  suggest  that  anyone  doing  a 
search  go  back  at  least  7  years  to  get  a  sense  of  whether  or  not  there  may  be  a  pattern 
of  bad  care.  In  some  cases  they  may  find  no  suits,  in  others,  they  may  find  1  in  seven 
years  which  was  not  of  a  serious  nature,  or  they  may  find  a  sudden  cluster  of  recent 
suits. 

But  the  problem  with  courthouse  searches  is  that  they  might  not  always  provide  you  with 
accurate  information.  For  example,  if  a  doctor  has  been  sued  along  with  a  hospital,  or 
as  part  of  a  medical  corporation  or  with  other  defendants,  the  suit  may  not  be  filed  under 
his  or  her  name  (Although  many  courthouses  do  TRY  to  cross-reference  those  types  of 
cases). 
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Also,  if  the  doctor  practices  in  more  than  one  county,  or  has  moved  from  one  part  of  the 
state  to  another,  that  is  generally  something  consumers  are  unaware  of,  and  any  suits 
filed  outside  their  immediate  county  would  not  be  found  in  their  local  courthouse.  In 
addition,  if  a  doctor  has  moved  fi-om  another  state,  (which  is  also  something  the  public 
would  generally  not  be  aware  of)  you  may  end  up  missing  a  very  important  piece  of  the 
malpractice  profile. 

Hospital  Disciplinary  Actions: 

Trying  to  find  out  if  a  doctor  has  had  problems  in  a  hospital  is  nearly  impossible  unless 
the  problem  resulted  in  a  lawsuit  or  an  action  by  the  state  medical  board.  Quality 
Assurance  and  Risk  Management  departments  in  hospitals  often  contain  vital  information 
about  the  competence  or  skill  of  a  practitioner  but,  by  law,  the  public  is  denied  access  to 
the  information. 

Even  when  Federal,  State  or  private  hospital  oversight  agencies  step  in  and  uncover 
wrongdoing  on  the  part  of  a  doctor,  the  doctor's  name,  along  with  any  quality  assurance 
review  information,  is  always  redacted  in  the  reports  that  are  released  to  the  public. 

Hospital  disciplinary  actions  are  also  unavailable  to  the  public,  which  presents  a  critical 
problem  for  many  consumers.  The  fact  is  that  many  doctors  who  lose  privileges  in  one 
hospital  are  still  able  to  practice  in  other  facilities,  placing  unsuspecting  patients  at  risk. 
Usually,  consumers  only  find  out  that  a  doctor  was  kicked  out  of  a  hospital,  if  the  medical 
baord  takes  an  action  against  the  doctor's  license.  But  medical  boards  often  take  years 
to  act  on  these  cases,  and  all  the  while  that  doctor  is  out  there  practicing. 

CHECKING  ON  A  HOSPITAL: 

Trying  to  find  out  about  the  quality  of  a  hospital  makes  checking  on  a  doctor's  background 
look  simple.  Generally,  there  are  two  things  consumers  want  to  know  about  hospitals: 
What  it  is  they  do  exceptionally  well,  and  whether  or  not  they  are  known  to  have  problems 
providing  competent  medical  care. 

Outcome  Data: 

Although  we  are  hearing  more  about  outcome  data  on  procedures  and  providers,  there 
is  currently  still  very  limited  data  available  to  help  consumers  identify  which  hospitals  have 
better  services  in  certain  areas  than  others.  But  outcome  data  developed  by 
Pennsylvania,  New  York,  California  and  some  other  states  look  very  promising.  In  fact. 
New  York  state's  release  of  the  Open-Heart  Surgery  data  over  the  last  three  years  has 
already  proven  to  be  beneficial  to  medical  consumers. 
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The  risk  adjusted  data  tells  how  many  patients  have  died,  how  many  were  expected  to 
die  and  whether  the  doctor  and  hospital's  performance  was  above  or  below  that  number. 
This  infomnation  has  allowed  patients  to  mal<e  better  informed  choices  about  where  to  get 
their  surgery  done  and  by  whom.  The  public  release  of  this  data  has  also  encouraged 
those  facilities  which  did  not  rank  well  in  the  first  year,  to  take  the  necessary  steps  to 
improve  their  performance.  The  result  has  been  an  overall  decline  in  heart  surgery 
mortality  in  the  state  of  New  York.  One  of  the  problems  with  this  data,  however,  is  that 
is  not  widely  available.  Most  consumers  still  do  not  know  the  data  is  out  there,  and  we 
have  heard  complaints  about  some  doctors  and  hospitals  that  have  refused  to  provide  this 
information  to  a  patient  upon  request  Well-researched  information  can  be  a  powerful 
tool,  but  it  must  be  able  to  reach  those  who  need  it. 

The  JCAHO  and  the  Federal  PRO'S  are  also  beginning  to  explore  ways  to  look  at 
outcome  data,  but  at  this  point  procedure-related  data  is  still  in  its  infancy  and  will  take 
years  to  fully  develop. 

Hospital  oversight  agencies: 

Beyond  looking  at  outcome  data  as  measure  of  the  quality  of  a  hospital,  there  is  not  much 
other  easily  available  or  reliable  information  for  consumers  to  access  about  a  hospital, 
even  though  facilities  are  regulated  by  a  variety  of  federal,  state,  and  private  oversight 
agencies.  And  most  of  the  surveys  results  and  findings  generated  by  these  agencies  are 
either  confidential  or  difficult  to  obtain. 

CHECKING  ON  A  HEALTH  PLAN: 

For  people  interested  in  learning  more  about  a  health  plan,  there  is  not  yet  a  lot  of 
information  to  direct  them  to.  If  we  know  that  a  private,  state  or  city  agency  has  done  a 
report  or  survey  on  managed  care  plans,  we  will  direct  them  to  that  information.  We  also 
suggest  some  generic  things  to  look  out  for  and  question.  Beyond  that,  we  have  really 
just  begun  to  get  involved  in  this  area. 

HEALTH  CARE  REFORM: 

If  the  Clinton  administration's  health  care  reform  model  does  become  a  reality  in  this 
country,  informed  consumer  choice  will  play  a  key  role  in  assuring  and  improving  the 
quality  of  health  care  in  the  U.S. 

Under  this  model,  which  emphasizes  cost  control  and  strips  away  our  freedom  to  choose 
our  own  practitioners  and  other  providers,  it  is  essential  for  consumers  to  have  access 
to  information  about  the  quality  of  their  providers'  care.  This  data  will  enable  us  to  better 
identify  those  doctors  who  would  be  most  appropriate  for  our  needs. 
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It  is  not  acceptable  for  employer's,  alone,  to  have  access  to  this  comparative  data.  Too 
often  an  employer's  or  health  plan's  bottom  line  is  money,  but  a  consumer's  bottom  line 
is  ensuring  the  quality  and  skill  of  the  practitioner  or  provider.  And  health  care  is  too 
important  an  issue  to  have  a  middleman. 

And  even  though  the  idea  of  comparative  data  is  new,  the  idea  of  keeping  data  out  of 
the  hands  of  consumers,  unfortunately,  is  not  In  New  York  state  there  are  already 
obstacles  being  placed  in  the  way  of  getting  the  Open-Heart  data  into  the  hands  of  the 
public.  Doctors,  it  seems,  are  hard  at  work  looking  for  a  way  to  shield  the  individual 
practitioners'  names.  If  they  are  ultimately  successful,  it  will  dramatically  diminish  the 
usefulness  of  that  data,  and  prevent  consumers  from  making  infomried  choices  about  their 
care  and  treatment.  We  continually  hear  that  consumers  need  to  take  more  responsibility 
for  their  health  care  —  Having  access  to  this  information  is  one  direct  way  that  we  can 
do  that 

The  National  Practitioners'  Data  Bank: 

In  addition  to  having  access  to  comparative  outcome  data,  consumers  must  be  allowed 
to  have  access  to  the  information  maintained  in  the  National  Practitioners'  Data  Bank. 
It  is  clear  that  we  cannot  rely  on  our  medical  boards,  our  hospitals  or  the  any  other 
oversight  programs,  alone,  to  protect  us  from  dangerous  practitioners. 

And  all  of  the  of  the  information  collected  by  the  Data  Bank  is  vital  to  consumers. 
Medical  board  actions,  by  themselves,  would  not  be  useful  because  so  few  dangerous 
doctors  are  disciplined.  Either  would  just  malpractice  actions,  because,  again,  you  are 
not  getting  the  entire  picture.  Nor  can  we  rely  solely  on  hospital  disciplinary  actions  since 
so  few  doctors  are  ever  disciplined  by  hospitals.  The  various  pieces  of  information  in  the 
data  bank  compliment  one  an  another  and  help  provide  a  useful  profile  on  a  practitioner. 

In  our  testimony  today,  we  have  attempted  to  outline  how  unbelievably  difficult  it  is  for 
most  of  us  to  get  information  atxjut  doctors.  Most  of  that  information,  however,  is  easily 
available  through  the  Data  Bank  and  to  deny  consumers  access  to  that  information  would 
be  criminal.  The  patemalistic  attitude  of  the  medical  profession,  in  denying  consumers 
access  because  we  supposedly  would  not  know  how  to  interpret  the  information,  is  self- 
serving  and  ridiculous.  As  we  stated  earlier,  most  of  the  information  in  the  data  bank  is 
already  publicly  available,  just  not  easily  or  consistently  available.  Being  able  to  access 
this  information  from  a  centralized  base  will  save  time,  money  and,  most  importantly,  lives. 

Roie  of  the  Federal  Government  in  Faciiitating  Access  to  information: 

As  we  move  into  a  new  age  of  health  care  delivery  in  this  country,  our  government  must 
strive  to  create  the  best  possible  system  with  accurate  comparative  data  that  has  been 
properly  risk-adjusted,  and  they  must  ensure  that  the  public  is  not  left  out  of  the  process. 
It  is  essential  that  both  outcome  data  and  information  collected  by  the  Data  Bank  be 
available  on-line  and  easily  accessible  through  libraries,  hospitals,  doctors'  offices,  health 
plans,  universities,  or  by  phone. 
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Our  goverment  must  also  make  certain  that  there  are  ongoing  public  outreach  and 
education  programs  to  teach  consumers  how  to  mal<e  the  most  of  the  data,  what  their 
rights  are,  and  how  to  exercise  their  rights  in  the  new  health  care  model,  (whatever 
model  that  turns  out  to  be). 

We  have  a  growing  epidemic  of  medical  malpractice  in  this  country,  which  claims  at  least 
90,000  lives  each  years,  and  leaves  hundreds  of  thousands  seriously  injured,  yet  over  the 
last  decade  there  has  been  no  real  improvement  in  the  quality  of  health  care.  How  many 
more  families  will  have  to  endure  the  hon-or  and  tragedy  that  the  Bennett  family  did?  Or 
the  loss  and  abuse  that  the  Miller's  were  subjected  to?  And  how  can  we  consider  such 
a  dramatic  change  in  our  health  care  system,  without  first  placing  quality  at  the  top  of  our 
health  care  agenda? 

Our  legislators  and  government  officials  must  recognize  and  support  the  need  for 
consumers  to  be  empowered  with  information  to  protect  themselves  from  dangerous 
practitioners,  and  to  make  the  best  possible  choices  about  their  health  care. 
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Thank  you,  Mr.  Chairman,  for  the  opportunity  to  provide  the 
subcommittee  with  the  American  Dental  Association's  position 
regarding  disclosure  of  the  information  in  the  National 
Practitioner  Data  Bank  (hereinafter  "Data  Bank")  to  the  general 
public  with  the  intent  of  providing  consumers  with  information 
necessary  for  them  to  choose  quality  health  care  providers.  The 
Association  applauds  the  chairman  for  his  efforts  to  assist 
consumers  in  selecting  quality  practitioners,  but  we  very  strongly 
oppose  disseminating  information  from  the  data  bank  to  the  public 
as  a  means  of  accomplishing  that  goal. 

The  ADA  has  long  endorsed  and  encouraged  patient  freedom-of -choice 
when  selecting  a  dentist.  In  fact,  our  position  with  regard  to 
increasing  access  to  dental  care  is  based  on  an  expansion  of  the 
existing  dental  care  delivery  model,  which  has  successfully  relied 
on  provider  competition  and  accountability  to  help  contain  costs. 

The  Association  is  taking  a  firm  position  in  opposition  to  public 
disclosure  of  the  Data  Bank  information  because  much  of  the  data  in 
the  system,  especially  with  regard  to  dentistry,  is  flawed. 
Providers  could  have  their  reputations  unfairly  harmed  with  no 
opportunity  to  defend  themselves  in  a  public  setting.  The  public 
could  be  misinformed  without  a  means  of  distinguishing  accurate 
from  inaccurate  data. 
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To  cite  an  example  -  the  Data  Bank  regulations  require  dentists  to 
report  fee  refunds  as  malpractice  payments.  The  Data  Bank  makes  no 
distinction  between  fee  refunds,  commonly  given  by  many 
professionals  (not  just  physicians  and  dentists)  as  a  courtesy  to 
their  patients  or  clients,  and  malpractice  payments,  paid  in  a 
lawsuit  where  negligence  has  been  established. 

Some  common  examples  of  refunds  not  involving  negligence  are:  an 
attorney  gives  a  refund  to  maintain  goodwill  in  instances  where  the 
client  believes  he  or  she  has  overpaid  for  the  service;  an 
optometrist  refunds  money  to  a  patient  whose  eyes  failed  to  adjust 
to  recently  purchased  contact  lenses;  and  an  orthodontist  refunds 
a  pro  rata  portion  of  the  patient's  treatment  payment  plan  when 
the  patient  moves  before  care  has  been  completed. 

The  above  cited  examples  clearly  do  not  involve  malpractice,  but 
only  the  attorney  can  be  assured  that  the  refund  given  to  retain 
client  goodwill  will  not  be  mislabeled  as  a  "medical  malpractice 
payment"  because  attorneys  are  not  covered  by  the  Data  Bank.  On 
the  contrary,  the  orthodontist  who  refunds  a  portion  of  his 
patient's  pre-paid  treatment  payment  plan  must  report  such  refund 
as  a  "medical  malpractice  payment"  whenever  it  is  given  in  response 
to  a  written  request.  A  consumer  receiving  information  regarding 
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a  given  dentist  or  other  covered  health  care  provider  would  be 
unable  to  identify  which  "medical  malpractice  payment"  reflects 
negligence  and  which  represents  a  commercial  accommodation  in  an 
effort  to  maintain  patient  goodwill. 

The  likely  results  are  detrimental  to  the  consumer,  but  especially 
to  the  dentist,  who  may  experience  short  and  long  term  adverse 
effects  on  his  or  her  reputation  and  practice.  The  inquiring 
consumer  looking  for  a  dentist  will  be  harmed  because  he  or  she 
will  avoid  a  potentially  excellent  practitioner  who  is  concerned 
about  maintaining  patient  goodwill.  The  immediate  harm  to  the 
dentist  is  loss  of  the  inquiring  consumer  as  a  patient.  The  long 
term  impact  may  be  considerably  more  as  the  dentist  will  be 
unfairly  stigmatized  each  time  that  data  is  given  to  another 
individual,  jeopardizing  the  practitioner's  reputation  and  career. 

A  dollar-specific  reporting  threshold  would  eliminate  a  number  of 
the  meritless  small  claims  and  also  resolve  many  of  the  problems 
caused  by  the  mislabeling  of  fee  refunds,  as  discussed  above. 
Pursuant  to  42  USC  section  11131  (d) ,  the  Secretary  is  directed  to 
file  a  report  with  Congress  concerning  the  need  for  reporting 
information  respecting  small  medical  malpractice  payments.  In  a 
December  16,  1992  letter  to  this  Association,  Dr.  Louis  Sullivan, 
as  Secretary  of  the  Department  of  Health  and  Human  Services,  stated 
that  he  was  "...supportive  of  a  $30,000  threshold  for  the  reporting 
of  medical  malpractice  payments". 
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Dr.  Sullivan  stated  that  "...  a  persuasive  case  can  be  made  for  a 
dollar-specific  reporting  threshold  both  because  lower-dollar 
payments  appear  less  likely  to  point  to  serious  problems,  and 
because  a  threshold  may  reduce  malpractice  litigation,  the  cost  of 
which  is  added  to  the  health  care  system."  Unfortunately,  Dr. 
Sullivan's  letter  was  not  forwarded  to  the  102nd  Congress  before  it 
adjourned,  but  his  decision  was  well  reasoned  and  should  be 
considered  by  the  present  Administration  and  this  committee. 

The  Association  opposes  opening  the  Data  Bank  to  the  public  also 
because  most  private  citizens  do  not  have  the  background  necessary 
to  properly  interpret  the  information  in  the  record,  which  lacks 
sufficient  specificity  to  permit  the  uninitiated  to  conduct  a  fair 
evaluation.  The  Energy  and  Commerce  Committee  recognized  this  fact 
as  it  stated  in  the  legislative  history  accompanying  the  enabling 
legislation  that  "...  malpractice  data  provide  only  clues,  not 
conclusions.  Any  number  of  considerations  other  than  the  merits  of 
a  claim  can  affect  the  size  and  frequency  of  malpractice  payments." 
(H.R.  REP.  No. 903,  99th  Cong.,  2nd  Sess.  13  &  14,  reprinted  in 
[1986]  U.S.  CODE  CONG.  &  AD.  NEWS  6396) 

In  fact,  liability  insurance  carriers  often  settle  nuisance 
complaints  in  order  to  avoid  the  cost  of  litigation,  even  when  the 
claim  is  meritless.  Such  settlements  are  commonplace. 
Unfortunately,  providers  frequently  are  not  permitted  under  the 
terms  of  their  insurance  policies  to  withhold  permission  to  settle. 
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even  if  the  suit  is  meritless,  in  instances  where  the  companies 
determine  it  is  in  their  financial  best  interests  to  settle.  The 
settlement  information,  regardless  of  the  circumstances,  is 
reported  to  the  Data  Bank  as  a  "medical  malpractice  payment." 

In  an  effort  to  ameliorate  the  adverse  consequences  of  improper  use 
of  the  data,  the  Committee  limited  access  to  "knowledgeable" 
individuals.  Specifically,  it  stated  that:  "The  Committee  is 
confident  that  those  authorized  under  this  bill  to  gain  access  to 
this  information  will  have  the  awareness  and  sensitivity  to  use  it 
properly."  (Id.)  (Emphasis  added)  Furthermore,  the  law  "...  does 
not  necessarily  require  extensive  descriptions  of  the  acts  or 
omissions  nor  of  the  injuries  or  illnesses  upon  which  the  action  or 
claim  was  based.  It  does,  however,  require  sufficient  specificity 
to  enable  a  knowledgeable  reviewer  to  determine  clearly  the 
circumstances  of  the  action  or  claim."  (Id.)  (Emphasis  added) 

Clearly,  the  Committee  was  aware  of  the  potential  for  harm  if  the 
raw  information  in  the  Data  Bank  was  released  to  unauthorized 
persons.  They  lack  the  requisite  knowledge  to  properly  interpret 
the  data,  and  would  often  be  hampered  by  insufficient  specificity 
in  the  record.  The  Association  believes  this  remains  a  valid 
conclusion  today. 
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The  ADA  also  believes  that  the  Data  Bank  information  should  not  be 
released  to  the  public  because  it  is  not  clinically  reliable 
information.  It  is  simply  raw  data,  without  any  meaningful 
reference  to  the  facts  surrounding  the  situations  reported,  such  as 
the  severity  of  the  cases  in  question  or  the  case  mix  of  the 
affected  practitioner.  As  a  result,  the  consumer  is  unable  to  put 
the  information  in  context  and  may  reach  an  invalid  conclusion  - 
that  the  dentist  is  incompetent. 

No  one,  much  less  an  untrained  individual,  could  make  an  informed 
decision  regarding  the  competency  of  a  provider  by  merely  reviewing 
that  practitioner's  "medical  malpractice  payment"  record.  But  that 
is  what  will  occur.  Physicians  and  dentists  with  even  a  single 
entry  will  suffer  discrimination  and  will  lose  potential  patients, 
even  if  the  entry  is  a  mislabeled  fee  refund. 

Some  have  asserted  that  physicians  and  dentists  should  have  access 
to  the  data  for  all  practitioners  in  order  that  they  can  make 
better  informed  referrals.  The  Association  believes  this  rationale 
is  based  on  the  faulty  premise  that  the  doctors  are  unaware  of  the 
competency  level  of  the  practitioners  being  referred.  It  is,  of 
course,  common  practice  for  doctors  to  refer  their  patients  only  to 
colleagues  who  are  professionally,  and  often  personally,  well  known 
to  them. 
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other  problems  will  arise  if  the  data  bank  is  open  to  the  public. 
There  will  certainly  be  a  considerable  increase  in  litigation,  and 
law  suits  will  become  more  costly,  complex  and  difficult  to  resolve 
as  practitioners  try  to  avoid  the  stigma  of  becoming  a  Data  Bank 
statistic. 

In  addition,  inquiries  from  practitioners  to  review  their  records 
will  increase  significantly  ,  potentially  overloading  a  system 
which  cannot  provide  timely  service  under  the  present 
circumstances.  Finally,  there  will  be  a  demand  for  better  dispute 
resolution  procedures  than  is  provided  under  the  current  law  in 
those  instances  when  the  practitioner  disagrees  with  the  Data  Bank 
information. 

In  summary,  the  Association  strongly  opposes  the  dissemination  of 
Data  Bank  information  to  the  public.  Providers  will  have  their 
reputations  unfairly  harmed  and  the  public  will  be  misinformed. 
The  current  system,  which  fails  to  distinguish  between  fee  refunds 
and  true  malpractice  payments,  would  cause  even  greater  problems 
for  dentists  concerned  about  maintaining  patient  goodwill.  The 
Committee  recognized  in  1986  when  the  enabling  legislation  was 
passed  that  only  those  authorized  under  the  bill  should  have  access 
to  the  data  bank  information,  as  only  they  would  have  the  "... 
awareness  and  sensitivity  to  use  it  properly."  We  agreed  with  that 
decision  in  1986  and  it  holds  true  today. 
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